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ABSTRACT 

This instructor's guide provides a description of th-^ 
Johns Hopkins Substance Abuse Curriculum, detailed educational models 
and other aids for conducting substance abuse teaching activitito. 
The guide is in six sections with Section 1 as a brief introduction 
and list of 20 references. Section 2 sketches the Johns Hopkins 
Pediatric Substance Abuse Curriculum by listing knowledge and 
attitudmal objectives organized under 5 curriculum goals. Section 3, 
Developing the Program at Your Institution, discusses such topics as 
needs assessment, goals, instructional plan, cnoo'^ing teaching 
methods, evaluations, and recommendations, section 4 addresses six 
different teaching strategies, section 5 contains five substance 
abuse education modules: (1) Substance Abuse Ove; ew; (2) Current 
Drugs of Abuse; (3) Substance Abuse Interviewing; (4) Assessment and 
Evaluation of Adolescent Substance Abuse; (5) Adolescent substance 
Abuse Treatment. Buch module contains a format, session guidelines, 
objectives, related curriculum goal(s) , synopsis, instructor's 
resources, session outline, instructor's materials, masters of 
learner's handouts, equipment list and suggested preparation 
activities. A final section. Substance Abuse Resources, lists alcohol 
and other drug abuse resource organizations (including address, 
telephone number and indication of what type of materials may be 
available), and audio-visua:! materials (with a description of each 
and suggestion for use). (JB) 
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This project represents snathea: step toward ispxving substance abuse 
teaciiing. It Ixiilds upon the woric begun in an earlier NIAAVNIDA project of 
the Aaaaulatory Pediatric Association (APA) . niis initial project (The 
Identification and Assesanent of Alochol and Drug Medical EdiKaticn 
Products/Approadies in Pediatrics) ccnsistad of two najor ccnponcnts: 
as.'yf^faiffnt of substance abuse teaching in pediatric training p rogi dg g * in the 
Uhited States, and the (tevelcpnent of pediatric-^jecific mininal Joxjwledge 
and skills statanents for Tnpriical stutots, resitots and practicing 
physicians in pediatrics, ihese statanents are (toctBaaited in Pediatr:^c 
MiJlinal YiKMl&Sae and Skills: It^ First Step i n Developinq a curriailum in 
Aloctel and Othm; far ^i^XrivXfm 

Develcpnent of the ocnpetency statanatts and assesatent of the current 
state-of-the-art of pediatric substance abuse teaching did, indeed, i^jr«sent 
the first st^ tcward an effective substance abvse curriculum, in that, the 
necessary grcund vraric had been laid to develop a ccopetency based curriculiam 
in substance abuse. Coincident with the AEA's activiti«, similar p rojects 
were being inyle m e n ted by organizations in the areas of internal sedicine, 
psychiatry and family medicine. In addition to ^jecialty-specific niniaal 
knowledge and skills stataoents, oQre groi^ fron each organization joined in 
a oollabcjrative project to ^velop ocnpetency statanents generic to all 
wri i c al students, resitoits, and physicians across the four discipline. 
Hence, in addition to laying the groundwork for curriculum develcpnent, these 
projects helped set the right tone — concern for ani ocatanitment to iaproved 
substanos dbuse ii^truction within all four primary care specialties. 
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Data £ran the AP^*s assessanent of Bi7h«?taTyiP alsuse education in pediatric 
traijiin? pruj[rdius docunented the state-of-the-art of education in this area 
and pzovi^ a rationale for addressing i i q a ro ve ne n t. While a few training 
piujtdius adequately and effectively addressed substance abuse issiips as part 
of pe diatric education, the majority of pi u yxdi u b did not. Hie najority of 
residency progi - a ii ai surveyed offered neither reciuirud (60%) nor elective (64%) 
instnaction in substance abuse. Of p ro g r ai i et ^idx±. offered elective 
instruction, resic^it participation was less than 20%. At medical school 
level, 44% of pioyiams offered required instruction and only 27% offered 
elective educational experiences in substance abuse. Tim najcn: ispedinents 
identified at all levels of training (medical student, resident, and 
oantinuing education) were lade of curriculum tine and lax^ of a qualified 
staff person. Amnng all respondents there was an overvSielioing endarsessrt 
far isfxroving the obvious deficiencies in substance abuse education. More 
succinctly, it was evic^nt that few training pimjiams systfisoatically 
addressed substance abuse training. 

In sunmary, the initial steps of curriculum develcpoent had begun. A 
nee ds assesssnent for ispuuving substance abisse education ccnplete and the 
graundMOEk fbr ojrriculum goals and objectives had been developed, nanfily the 
mlnliwl laxsirledge and skills ocmpetency statenents. Ihe stage had been set 
for the next steps: the develcpnent, isplenentation and evaluation of a 
pediatric ^»cif ic substance abuse curriculim. 
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IiC5W ID USE THIS MANUAL 



The purpose of fids Instructor's Manual is to assist individuals interested 
in cxanducting rJcohol and other drug teaching sessions with pediatric medical 
stixJents, refiideiits, antVor faculty. OSie content of it is based on cur work 
with mgdic^] students, residents, and faculty within Ihe Johns Hopkins 
Uhiversity School of Medicine. A more detailed description of cur work with 
these specific groups is documented in Final Repo rt - Specialty Specific 
Model; Develop. Implement, and Evaluate a Model Program and Curriculum in 
Alcohol and Other Drug A buse for Pediatric Mfedical Students. Residents, and 
Faculty, omtract No: 261-86-0009 . available fran the National Clearinc^iouse 
for Alcohol and Drug Infonsation. !Ihe final r^rt details infomation about 
our curriculum develcinent, iufslesoenlatian, and evaluation processes and 
activities as they occurred at Jams Hopkins. 

Material presented in this instructor's Tmnual is purposely broa d e r in 
socpe. The manual does not pixjpose one best way to develop or conduct 
substance abuse teaching activities. Instead, using the experienoe rfa inpri 
fzon isplesnentation and evaluation at one site, ve offer suggestions for 
developing and improving substance abuse teaching activities at your 
institution. Therefore, material in this document is presented in such a way 
as to be flexible enough to meet your needs. A suggested approach to using 
this mpiniw] is offered belcw: 

1. Prior to Planning a Te aching Event. Read Sections I. II, m, IV, and VI 
The Instructor's Manual oont2dns six major sections: 
• Introduction 

The Johns Hopkins Pediatric Substance Abuse Curriculum 
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Developing the Program at Your Institution 
Teaching Strategies 
substance Abuse Education >k9dules 
Substance Abuse Educational Resources 

Uie first section sunoarizes our Mark in developing a pediatric 
substance alMse curriculum based en the T« in i T^ 1 knovled^ and skills 
statenents produced fbr NIAAVNIDA (Contract No. 281-85-0014) . Hie second 
section cxsitains cur proposed si±stanoe abuse curriculum which enocnpasses a 
range of pacific Xncxirledge and skill statesnents. The third section, which 
generally addresses issues of piuyiam and curriculum develoFaent, identifies 
hew the instructional prut^ram and curriculum can be j^ffa r*-**^ to your 
envirnranent and the s peci fic needs of your learners. IndixteJ in this 
section art the isFaiPs of curriculum developient, iaplenentation, and 
evaluation. !Ihe fourth oonponsit idEsitifies a nunber of different teaciiing 
strategies. More i m p or tantly, the strengths and weakness^ of eacii 
methottology axe highlighted. Section five contains ^aecific substance abuse 
education modules, offering explicit exasples ana reccranendations for sudi 
teadiinq. Each teaching session presetted within was tested on various 

audiences (medical students, residents, ancVor faculty) within the 
Johns Hopkins Department of Pediatrics over the course of two years. This 
section is specifically targeted to those who will be designing or teaching 
substance abuse educational activities. Finally, identified in section six 
are educational resources that provide materials or resource to assist you 
in conducting alcohol and other drug teaching s^siora. 

2- Select, a Substance Abuse Module Acpropriate tn vm^ J f^ Tfrr' r 



Bead the ncdules in Section V. Choose one appropriate for your needs; 
as you read mke nates «hidi you think will ^secialize the aodule for use in 
your institution. After selec±ing your target audience, consider their 
special needs. 

3. IhPlanent Spfwim Qiidelines 

Detemine available tine slots for the session in your target groqp's 
schedule. Arrange for the required physical space. Qcnpile and copy the 
required saterials (slide projector, handouts, evaluation fom, etc) . 
neediest or design publicity for the session. Register and coifim the 
desired nunber of participants. 

4. Prepare for the Session 

You can never spend too mxix tine preparing yourself for a teaching 
s es s i on . Review mterials identified in "Inst r uctor's Resources'' and study 
the "Suggested ^preparation Activities." Finally, consider your taz^et group 
and tzy to anticipate hov they will r e sp ond to the material you will present. 
If n ecessary, contact a resouroe center (listed in section six) for more 
infomation on a particular topic. 

Follow the "Session Oitline" in conducting the session. 

6. Debrief After the Session 

After the session is ooopleted, elicit feedback frcn participants ancVor 
other facilitators. What were the hi^ points? What oould have been handled 
differently? How did the audience respond to the naterial? could it have 

vlii I 



been presented in a loore effective manner? Document the results of the 
session as veil as the notes frm ddarlefing. 

7. Revise the Material or Teachiixr Methodology 

Inc o rp o rate changes indicated by your evaluation the next tijne you 
conduct the nodule. If you conduct a different module, consider if any of 
your suggestions are aipplicable to it. 

8. Itodate Con tent Material 

Presenting the most accurate and up-to-^te material is critical to the 
? =a,ioces3 of your teaching activities. Data about alocholism and other drug 
topics are constantly esnezging, changing, and expanding. To assist you in 
the p tT-xi tfs s of maintzdning i^xSated material, a nutnber of organizations and 
references are highlighted in this manual. 
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SECTION I? unsDoocnotf 



Statanent of the Problem 

The use of alcohol and other drugs in American society continues to be 
prevalent in our society. Consider the following facts: 

Ohe total costs resulting fran alcohol abuse, other dnig abuse, and 
mental disorders in 1983 was $218 billion (1) . 

It is estimated that J^prwdmately one in every 10 adult antoUatory 
patientR has a substance abuse probleB (2) . 

One in every eic^ children is the child of an alcciiolic (3) . 
Ihese children face lanique problesns which result fmn their 
experience of growing up in an alcoholic family. Consequences 
include school problesns, esnotional disturbances affecting social 
and family relatiorahips, and health pixblais (4) . 

Children are also e>{periencing pixblans as a r^ult of personal use of 

drugs and alcohol. The use, misuse and abuse of substances among children 

and ad o l e scents has beccne increasingly camcn in today's society. si'x« 

1975, the National Institute on Dcug Ptaose has ^sonsored an annual nationwide 

survey of ^^aroodmately 17,000 hi^ school seniors cn the use of alcchol, 

tobacco and other drugs (5) . Sooe results of that study are below: 

In 1986, 51% of seniors in this survey reported using narijuana at 
SOBB point in their lifetime, with 39% r^jorting sane use in the 
past year and 23% reporting scne use in the past month. 

Fcur percent of seniors reported actively saciJdng mEirijuana on a 
daily basis. 

Nearly all seniors (93%) rtgxsrted trying alcchol, and the great 
majority (87%) nqxsrtod using it during the past year. 

This use is not without consequences: young people aged 15-24 ccnprise 
the cnly grtxap to es^jerienoe an increase in nortality rate over the past 
decade, with the sharpest increase noted for 15-19 years old. 

Adolescents' use of alcohol and other drj^fs has changed over the years. 



HvBTB exists a pr^sensity tausxd earlier initiation of drug use in today's 
society. Hie Aloot?ol E^idesaiologic Data Systesns of ^TIAAA r^xsrts the average 
age for initiation of aloriioX or other drug use to be 14 years old. There is 
also an inclination ancng today's youth to siiarltaneously use more than one 
drug. Ancng current users in a recent statewide survey of adolescents, the 
average young adolescent (8th grader) used 3.4 d^^ags (7;. lliis, too, is 
disturbing since recent data suggest that hic^ levels of poly^-drug use as a 
teenager are associated with drug-related prdblesns later in life (8) . 

Despite the esnergenoe of alod»l and other drug use as a major health 
problem over the past 20 years and the loxswn probleos (medical and otherwise) 
that stem from it, little time in medical education is spent ptroviding 
physicians with the knowledge and skills needed to effectively ad:uress this 
prcblen (9) . Given their involvement with parents and children, 
pediatricians have a distinct opportunity to establish a primary role in 
prevention, intervention and treatment of substance abuse (10-12) . hau&rer, 
iw is only through familiarity with this disorder, just as with other chrcrJ.c 
dispnsft processes, tihat primary care physicians will be able to adc:^ a more 
prcninent role in this area. 

Historically, the teaching of alcohol and oti^ drug abuse in medical 
schools has been neglected. Although several surveys of mpdiral school 
curricula have indicated an isprovement in addressing this area over the last 
d eca d e , a lsu:ge nundser cf schools still teach very little about this subject 
(13) . In addition, while alcohol and other drug abuse education has been 
inadequate overall, existing data show that there has been very little, if 
any, p edia t ric teadiing ^-ime devoted to this critical area (14) , despite its 
major iapact on ciiildren and youth (15,16) - 
Role of the M;\?itrl7ii^n 



Several individuals and ocnsnitteer have attenpted to delij^te the role 
of the pe d iat rician vis d vis alociiol and other drug use (17-20) . Most agree 
an appropriate role for pediatricians should include substance abuse 
screening, interviewing, and treataaent, as well as, substance abuse education 
and prevention with both patients and parents. Uhfortunately, few, if any, 
add re ss the very real questions of how to get pediatricisms to accept their 
role and hew to equip them to fulfill it. 

Hopefully, our e>^)erienoes with this issue have lead to sam insight 
that we will share with you in this manual. Most inportantly, we believe for 
cie to truly an fam o e and inplement a role, it must be one that is adc^ted as 
a result of participating in planned learning activities and examining 
p e rs n n nl attitud es — not because the role was marriat^ for hiin/her. Ohis 
does not mean that educators are powerless; quit-^ the c o ntr ary. Through the 
careful design and iaplementation of ^proprlate instructional/learning 
activities, educators can help individuals adopt a iDore prcndnent role for 
thanselves and pnirrace a broader role for pediatricians in gei-eral. 
RiilosoDhv of the Curricultm 

Ite PSAC curriculum is designed to «<^'^r^? substance abuse education at 
the ^mdetgraduate, graduate, and faculty levels within a d^artnient of 
pediatrics. It is cur assunption that individuals bring with than a ^jecific 
set of kncwledge, attitudes and practice b^iaviors which have been sh^sed by 
their past experiences. We also believe, based on data frcn our assessment 
of pediatric substance abuse teaching, that, regardless of the level of 
training, most pediatricians suffer fron tlie same relative paucity of 
^)ecif ic kncwledge and skills related to substance abuse and share the same 
need for a basic understanding of the manner aiid extent to which substance 
abuse related issues interface with a pediatric populaticai. Iherefore, our 



abuse related issues interface with a pediatric peculation. Therefore, our 
eriiicaticaTal program includes individuals at all levels of training in order 
to have the desired reinforcing and sustaining effect. Tii& effect and ispact 
of positive role models is an iioportant ocnpanent of the educational program. 
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SECnCN U: IHE jaiNS HOFKINS EEDXATOIC SfJBSIMKE ABUSE CURRIOJIJUM 



CUFRICUmM GOAL 1: INCREASE AHARENESS OF 

ABUSE 



(AL CCNCEPTS OF SUBSTMiCE 



KNOWIEDSE QBJECnVIS 



IHE IZARNES VOLL BE ABIE TO: 
1} Define cscmnGEnly used term 



CrNTEm* AREAS 



£xpez±nentation 
Abuse 

Withdrawal 
Oo-d^)endence 



2) Define the DSI m-R diagnostic 
criteria for substance abuse and 
depeidenoe and understand their 
applicability to children and youth 



nsM m-R 



3) Describe the epidanioaogy of 
substance abuse 



General population 

Infants, Qiildzen 
emd Adolescents 

Familial/peer groi^ 
associations 

Oiildren of alcoholics 



4) List the predisposing risk 
factors for sibstance abuse 



E^irmnental influences 
Dysfunctional families 
Genetic influences 



II - lit 



aiRRICUIIM GOAL 1 (oont) 



WJCWtEDGE OBJECTIVES COiTCSNT AREAS 



IHE I£AKNER WILL EE ABLE 70: 

5} Describe the relationship between 
substance abuse and ^>ecif ic 
sequelae as they relate to 
children and ycxxth 



6) Descxibe the progressive stages 
of substance abuse 



7) Be familiar with individual 

ciiaracteristics and family dynamics 
related to substance abuse 



ATriTODINAL OBJECTIVES 



IHE LEARNER WIUL BE ABLE ID: 



1) Oiallenge personal beliefs and 
prejudioes related to substance abuse 
indudijig stereotypes, universality of 
the problem, etiology and progression 

2) Recognize substance abuse as a rfiggaea 



3) Recognize substance abuse as an 

isportant health problem in children, 
adolescents and adults 

II - 2 



Injuries, suicide, homicide 

Fhysical/sexual abuse 

Neonatal substance abuse 
related problems 



Ei<perimentatiOT 
Misuse 
Abuse 
Dependence 



Individual Roles 

-enabler 

-sc^egoat 

-iiero 

mascot 

Ffeanily Behavior/Eynamics 



r 



curricuium goal 2: vpa/DTE raMTLiARHY wrm ocrM»j cpdgs of abuse 

KNCWIZDGE OBIECnVES OONUNT AREAS 

HJE lEAKKER WILL EE ABI£ TO: 

1} Identify LxmuLai drugs of abuse Alcx^hol 

Stinulants 
Camabinoids 
Depressants 
Inhalants 

r 

Hallucinogens 
Nicotine 
Cdcaine 
Opioids 

2} For each of the classes of ocdDonly 
abused drugs outline: 

a) ^le basic phazsaoology 

b) patterns of use 

c) acute and chronic effects 



d) withdrawal ciiaracteristics 



CCDDcn behavioral and 
physiological effects and 
side effects 



Clinical presentaticn of 
acute intoxicaticn and its 
adverse reactions 



Management plan for acute 
and chronic adverse 
reactions 



Basic characteristics of 
depeiiipnnPy addiction and 
withdrawal 
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CURRIOJIIIM GOAL 3: HOEASE KtiCUGNlTlCN AND DIAGNOSIS OF SUBSTANCE 

ABUSE AND ITS RELAIZD SEQUELAE 



iOTOHIEDGE OBJECTIVES 



IKE L 



WTTT. BE ABLE TO: 



1) List several curzently 

available screening instruments 
and describe their potential 
applicaticn in a pediatric setting 



C.A.G.E. 

M.A.S.T. plus addendum 

Vse/Qaroem 

Perceived Benefits of 
Drinking Scale 



2) Identify ccnim DH signs or synptcos 
suggestive of substance abuse 



Behavioral change 

Sdiool perf anuance and 
attendance 

Delinquent behavior 

Familial discord 

Social and peer qraap 
interaction 

Ihysical signs 



3) Identify patient and physician 
factors vdiich interfere with 
substance abuse recognition 



Characteristics of 
substance abuse/dependence 

Denial by patient, 
physician, family 

Inei£]propriate inquiry 
or history taking 
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CURRICUUW GOAL 3; (continued) 



M«3WI£DC3E OBJECTIVES 



catrrEm areas 



THE L 



R HILL BE ABLE TOi 



4) List several sd/ds to assist in the 
ofrganizaticn and inquixy of 
pertinent inf oiinat ion 



P.A.C.E.S. (peers, alcohol, 
cigarettes, educaticn, sex) 

K.E.A.D.S (hcne, education, 
activities, drugs, sex) 

Pour F's (friends, future, 
fertility and family) 



5) Identify specific signs and synptcans 
of newixsms rel at ed to maternal 
substanoe ateise 



Fetal Alcohol Syndrtane 
Necratal Drug Hithdxawal 
Acquired HIV Infection 



SIOXL OBJGCnVES 



carmrr areas 



THE lEARKER WHL BE ABI£ TO: 

1) elicit substance use/aisuse infornatioi 
frcm a patient or family 



Skills Checklist for 
Substanoe Abuse 
Interview 



2) deonstrate interview teciini^ies v^ch 
enhance recognition of substeuxse abuse 



Skills Checklist for 
Substanoe At»se 
Interview 



3) make use of data gathered from 
patient/family history and pl^ical 
esoon to establish a diagnosis or 
determine the need for further 
assessment 



Suisstanoe Abuse Diagnosis 



4) idaitify ani make use of consultatian 
where necessary to establish a diagnosis 



Substance Abuse Diagnosis 
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CURRIcmJM GOAL 3: (continued) 
Aa'iTiUDINAL OBJECTIVES 

IHE I£ARNQl Willi BE ABLE TO: 

1) value the iTi^portancp of skills necessary 
to effectively screen for and recognize 
substance abuse 
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CUPRICUILM GOAL 4: ITOVIEE BASIC SKILIS TO EFFECnVEI^ H^IHWSffi AND 

QIGAGE THE PATmfT AND FAKHY HHD TREA3ME3^ 

I9RMX£D(S: OBJECTIVES OCNUm' AREAS 

THE LEAraan wm be ABI£ IO: 

1} riifsaiss the zole of the pediatrician Diagnosis 

TreatBient 
FirevESTticn 



2) dl .q oi ss individual roles and family Individual Roles 

dynamics as related to chemical dependency -hezp 
mechanisQs in the resistance to treatment -enabler 

-sc ap hig o at 
-mascot 

FSDoily Systems/Dynamics 



3) difKiffi s the iipeict of defense mechanisms 
(of patient, family, or pl^ician) in 
the resistance to treatment 



Defense Mechanisms 
-deni^ 
-avoidance 
-minimizing 



4) identify treatoent options appropriate Tteatanent approadties 

for the various stages of substance ahx^ 

Treatment matching 

Basic philosophy of 
treatment appraac^ 



5) identify specific resourcaes within Iteatanent Prograns 

the odmunity 

Resource Catalog 



o 
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OOBBiamM QOfiL 4: (oontinued) 



SKUL OEJBCrrVES CCtTTSNI AREAS 



THE IZASMER WILL BE ABLE TO: 

1) dsvelcp occBOunication skills that 
faster open discussion of alcxshol 
and other drug use 



2) develop intervention skills that 
obviate resistant strategies 
of the patient and family (ie, 
caring, espathy) 



3) make use of uuuuu nity resources 
to effect patient treatment 



fUmWIN^ OBJECTTJES 



THE lEARNER WnX. BE ABLE TO: 

1) recognize the Ijiportance and benefit 
of tx^^tsnsnt 



2) recognize the iitportance of the role 
of the pediatrician in diagnosis and 
txeatJDsnt 



3) recognize the inportanoR of providing 
cn-going support and medical follow-up 
to a patient and family in treatment 



Primary Prevention 
Anticipatory Guidance 
Interview Skills 

Intervention Process 



Resource ccitppndim 
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CURRICUIIIM GOAL 5: FXMJTE AWARENESS OF TOE PEDIMRICIAN'S R0I£ IN 

FREVSTTZON 



KNGHIZDGE OBJECTIVES 



CdfTESrV AREAS 



TOE L 



WHL EE ABLE ID: 



1) HjerticMs the ia|X3rtanoe of 
primary prevention 



Freveition strategies 
for youth 



2) identify appropriate 
cfportunities to d1sms,«t 
substance use with patients 
and family 



Anticipatory guidance 



3) utilize knowledge of age 

^jpropriate behavior to Identify 
early warning signs of substance 
use/misuse 



Progressive stages of use 

Develcpnental/l^^vioral 
progression of adnlesnencp 

Early warning signs 



SKDX OBJECTIVES 



AREAS 



TOE L 



miL BE ABLE TO: 



1) educate the patient and family 
about substance use 



2) incorporate discussion of substfince 
abuse iss»Tf>s into anticipatory 
guidance 



ATTITODINAL OBJECTIVES 



IHE IZAKNQl WILL BE ABIE TO: 

1) valtje the role of the pediatrician 
in substance abuse prevention 



2} rteoognize the is^xartanoe of general 
health prcnction rogaiding substance 
abuse 
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SECnCN m: OEVELOPINS TSJE FROQIAM AT YOUR INSTHUZTON 



A. Progr am and Curriculum Develcpnent 

Qreating any educational program is a cooplex activity, niis activity 
can be more managpable if you adopt/create a ocano^Ttual sxxlel v^iicii can serve 
several functions. Initially, choosing or developing a model forces you to 
think about ar<d begin to plasi your program. Seoondly, the model allows for 
division of a ccnplex task into smaller axponent parts. Finally, the model 
can be used as a "roadm^", providing both guidance and direction for moving 
forward as well cts chronicling the previous steps. !Ihere is no one best 
model for curriculum development; the choice of the model should be based on 
ycur needs. Included in Appendix A is an exasple of a generic curriculum 
develc|aiient mod e l catsprised of six discrete st^: assessment of needs, 
darificaticn of goals, developmsit of the curriculiM, devising an 
inst.ructional plan, assessanent of outmnes, and evaluation. Regardless of 
ycur desire to iisplooient an entire progran or a one-time teaching session, 
each of these rrt^ips should be considered. Each ccnponent of the program 
develcpnent process is addressed below. 
1. Needs Assesssoent. 

Vihether developing a new unit of infacxuc^ian, revising a currently 
existing program or creatii.j a new curriculum, you should beccme familiar 
with ycur envirmment. Sinply put, environment includes any entity that 
mig^t inpact upcn your vrork. Factors that may oe part of an assessanent 
include: 

Ttoret audience o r Drobi>jct iv*» I'fi^nffr'? to identify current levels of 
kncwledgs, attitudes and bdiaviors; to determine previous types of 
training received; to identify ^)ecial areas of interest among gnxpCs) 

Time : to determine the amount of time available for planning. 
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iaplejnenting, evaluating the activity; to determine the most effective 
time period for ijistnictian (eg. 1 hour vs. 4 hcur sessions) 

Resouroes : to identify materials to aid in the planning, iJiplementiDg 
and evaluating of teaching activities? to identify financial resources 
designated for substance abuse teaching; to identify individucils who can 
facilitate planning, iaplenenting, and evaluation teaching activities 

Relevant Data/Materials ; to identify the state-of-the-art in 
substance abuse teaching; to idfgrtify oontroversies in the field 
that siay iarpprip curriculum developnrint or a c ceptance; to i^ntify 
relevant data and materials 

FsK:ilities ; to identify treataient lacilities in this area that nay 
be used as beaming es^erifinoes " target audiences; to identify 
resource organizations for subsU^A^ abuse information 

fliilosophy of organization ; to identify the congr u ence or 
divergence of organizational goals versus the p 'upu s ed goals of the 
curriculum 

Substance abuse patients : to identify the prsvalenoe of alcoholism 
o.id other drug abuse amaig patiento/ffnnl 1 ies that interact with 
your target grt:yp(s) 

current curricult m; to identify in Use c ur r ent curriculum areas where 
substance abuse education should, could, or does occur; to identify gaps 
or overlaps in subst£uioe abuse content currently in the curriculum; to 
Irifffitify typical teaching methodologies used at each level of physician 
training 



Du- ing assessment of your environment, it is isportant to remssnber not 
to examine only those factors/resources that might be of benefit to you. 
Equally iji|X3rtant is the a&sessao^it of potential barriers. By assessing 
these factors during the planning and developnent stage, a strategy of 
pt ugi dui isplementation can be developed cognizant of these obstacles. Often, 
by bringing potential opponents into a program or activity during its 
planning stagfes, problesis can be identified and resolved. 

Because needs af^sesanent serves as the foundation of prograsi 
development, you should be familiar with and cmfident about the methods used 
to collect data. Ihis does not necessarily mean that you are limited to the 
more traditicml assessment procedures (eg., interviews, surveys, record 
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revievns) ; tut, it does forworn you to be prajaared to defend the 
app ropi ' i ateness and validity of your assess m e n t approach. 

2. Goals 

Goals provide a rationale for sselecticn of objectives and content. 
Identif icatiCTi of the major goals of the curriculum or teaching activity can 
be done sisply by asking yourself vtist do you want your participants to be 
able to do. As such they determine the socpe and define the boundaries of 
your activity or curriculum. Furthermore, ^jecific content is elwidated and 
organized around the goals of the activity. Finally, curriculum goals have a 
role in the evaluation of the program. Ihey begin to guide the develofsnent 
of the evaluation plan since, upon their delineation, the desired outocmes 
have been identifier 

3. curriculum 

Once preliminary assessanent data are collected and goals are formulated, 
the next step is to focus on the develcpnent of the actual curriculum. 
Curriculum developinent, the selection and orgcinizaticn of what is to be 
taught, is directly controlled by the specific learner objectives. These 
learner objectives, which stem fron the curriculum g^ls, identify 
specifically the knowledge, skills and attitudes to be achieved b^/ the 
learner. Ihe most effective objectives are written in measurable terms and 
identify' the degree to which the task must be mastered by the learner in 
order to indicate sud ors . 

once learner objectives are written, the specific content can be 
delineated. Oontent is defiJied as that kncwledge-based, skill-related, or 
attitudinad-oriented information tl^at is presented to the learner in order to 
meet a specific objective. The selection of content is inportant to a 
curriculum's success. Criteria for oontent selection include its 
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significance, validity, utility, effectiveness, feasibility and 

^^prcpriateness . 

4. Instructional Plan 

The instnxrtional plan differs frcin the curriculum in that the plan 

"cperationalizes" the curriculum. Instiucticaial planning is an iterative 
process? a decisicar abcut one cuiipat ent affects the others. Ftour ccnponents 

an instructional plan. Although these ccaponents are addressed 
sinultanecwsly during instrucUaial plannij>g, here eacii cccponent is 
<v^ f^T Tf?s s ed separately for the purpose of clarity, 
a. Choosing teaching methods 

Choosing the most ^jpropriate teaching strategy is a critical cccponent 
of a teaching activity's success. The inportance of matdiijig teaching 
methodologies with intended learning outccraas cannot be overstated. Even the 
most organized curriculum can break down if metlMds of instruction are 
in^jprcpriate or inconsistent with the intended learning outcanes. A 
curriculum addresses a number of different kinds of learning, for exanple, 
knowledge attainment, skill attainment and attitudinal issues. Ihese 
distinct types of learning require different teaching methodologies. Tor 
these reasons, it is inportant for instructors to have a strong working 
knowledge of the different types of teaching methodologies, and to understand 
vSiich teaching methods are better suited to each type of learning. For a 
review of several teachii^ strategies and their relative strengths and 
weaknesses see Section IV, 

b. Identifying target audiences (adapting to audience needs) 

CSrciqs, just as individuals, have different needs. No learning 
e^jperiencae is going to fulfill all the needs of all its participants. The 
best we can do, as program planners, is learn to assess a groip's needs and 
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reprise the curriculiM and learning activity accozdingly. For exanple, a 
substance abuse training session with second year inedical students is 
different than that with faculty. Moreover, a session with clinically active 
faculty is going to vary froa that for faculty who c3onduct only research. 
What is it about these gxxx^ that nakes them different? Tiistfri below are a 
few factors that make them different. 

clinical esqserienoe 

attitudes and values 
iDotivatiosi for learning 

m current fund of knowledge 
The sxare familiar you are with the groi^ participating in the training, the 
more you can tailor the sessions and azrriculimi to neet their needs, 
c. Identifying locaticn and time 

Scnetimes, these factors are already determined for you. However, vdien 
you are open to make this decision, consider it carefully. Ihere is no one 
locaticn that is the best for all situations; instead, it is a natter of 
appropriately meeting the needs of the groi^. Identifying a location for a 
session includes a variety of decisions. Questions that will help guide your 
thinking are listed below: 

vaiere in the overall curriculum is your substance abuse 

curriculum? Are the goals of your curriculum congruent 

with the overall curriculum? 

Hew do your teaching activities relate to previous or 
concurrent teaching sessions by others? Will they 
ocnplement other teaching activities? Will this affect 
the content's aco^Jtanoe by learners or by other 
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instructors? 

Hew nuch tiTnp is needed to cxnduct your sessions? Is this an 
cptimal amount of tiine to affect the needed change? 
Vhiere in the course of the day do your teaching sessions 
occur? Is this cansidered an aco^Jtable time by 
potential participants? 

Given your locaticn(s) and tijoe(s) , are your teaching 

sessions available to potential participants? 
d. Determining evalt^ation sethods/prooBdures 

Evaluation methods should be dictated by, among other things, the type 
of competency to be attained. Certain evaluation methods, such as practice 
pattern reviews and direct observation, cU?b best suited to skin-oriented 
competencies while others (written or verbal tests) are the preferred method 
far cognitive oocpetencies. 

5. Learning outocoes 

Intended learning cutoones represent the desired effect of the 
curzlculuni on its participants. Assessanent of reaching these outcooes is 
addressed more cccpletely in the ne^ct section. It is iaportant to rementoer 
that teaching activities or a training piuiji.dm can also have unintended 
effects on its participants and its environments. Ihese unplanned outcooes 
can be either positive or negative in nature; this too is addressed msre 
specifically in the next section. VZhat is isportant to remen±er about 
learning outocines, regardless of status, is to document all changes that 
occur during your training program. Hiis documentation will allai you to 
examine the situation more closely and oome to conclusions on why the 
imintended outocines occ ur red. 

6. Evaluation 

Ii: - 6 ^ 
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Evaluation should be viewed as an integral part of program develcpnent 
and ispleroentation. Moreover, there should be an interdependence between 
curriculum and evaluation methods. Ihat is, curriculum characteristics will 
dictate the preferred method of evaluation (e.g. , ]aiowledge mecisured by 
questionnaire, practice measured by observation) , and evaluaticn findings 
will influence subsequent curriculum design. 

Evaluation is defined as the systematic data collection for decision 
making. Tbe collection of data can be used as a means of determining the 
success of the learning experiences by measuring the degree of congruence or 
disparity of the desired outoane with the actual outcaae of the program and 
its educaticnal activities. In a fmh^Finnp abuse educational progr am , there 
can be many questions and decisiois for whicij sy??tQnatic data collection is 
required. For exasple: 

Ua/ well are students acocnplishing the course 
objectives? 

Bar effective are the teaching strategies? 
Hew effective are the instructors? 
Are students participating in the sessions? 
The first st^ in developing an evaluatiai systaa is to decide which of 
these or other questions are so iaportant or have so little available 
information that a data collection (evaluation) system is required. The 
second st^ is to identify who will use the informatics and in \^t form they 
want it. Usually, steps one and two occur concurrently. If the evaluation 
is to really be used, it is very iirportant to have actual pec^le (not 
ndxilcus mmu . t tees or funding agencies) with identified questions committed 
to using the evaluation data, 

Thirdly, the data are collected. Two major types of evaluation are of 
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iaport for program develcpnent: procsess evaluation and cutocroe evaluation. 
Fx^cess evalimtion ijivolves assessing all key factors as a program isifolds. 
These key factors mi^t include: pecple, such as stciff , patients, program 
participants and c^^xaients; events, such as the nuniser of teaching sessions 
iaplemented; and problems, such as inaccessibility to a target grtx^ and lack 
of participation in training sessions. 

Rrocess evaluation should occur as lanobtrusively as possible and does 
not necessarily require a great deal of rssouzc^es. Methods of process 
evaluation include direct cbservation, utilization r^rts, and discussions 
with staff and program participants. The method is not the most inportant 
a^>act of process evaluation. Inst^ui, it is more important to collect 
infomaticn that vdll pruvide you insight into the accessibility and 
availability of your pr ogi'am to its intended audience, as well as the need 
for modification. A cisriculum could incorporate effective educational 
oaapanents and be a failure because the sessions are inaccessible to the 
participants. Diis type of process information will aid you in the decision 
to revise yoitr current efforts. 

cxitcone evaluation is designed to document the changes in participants, 
policies, environments, etc. , as a result of program ijxplementation. 
Cprtainly, reduced mortality and morbidity due to aloot^lism and other drug 
abuse are the ultimate goals of any substance abuse effort; hou^er, such 
outccnes are rarely evident within the time frame of a project. Therefore, 
more iinnediate goals, such as the curriculimi goals, should be used to 
organize your evaluation efforts. Evaluation methods should be dictated by, 
among other things the type of oonpetency to be attained. Certain evaluation 
methods, such as practice pattern reviews and direct observation, are best 
suited to skill-oriented ocnpetencies while others (written or verbal tests) 
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are the preferred method for cognitive ccnpetencies. Numerous data 
oollection strategies ex.'^st: survey, observation, chart audit, and knovlec^e 
exam, among others. 

Finally, it is iaportant to suinnarize and present the data in a fonnat 
which vdll be most useful to the decision iiB)cer(s) , e.g. , formal quantitative 
rqxarts, verbal r^xsrts, sunanary of findings caily. 

B. RecoBBnendations 

X. Progrannatic Reconnendatiors 

a. Need for Institiitional/D^)arbnental S i qpport 

Institutional and d^sartmental si^sport are critical to the suooessful 
integration of a substance abuse curriculum into a pre-^existing curriculum. 
Si^jport froa department leaders can do a great deal in facilitating the 
implanentation of teaching events, and, if necessary, requiring participation 
in teaching events frtm department wesiters. Also departiiiental si^^port is 
critical for gaining anoess to the xesources (mmey, time, pecple, materials) 
required to conduct teaching efforts, 

b. Need to Initiate Research (be research oriented} 

Prtsgrams in substance abuse should be zesearch oriented for a nuni^er of 
reasons. The field of alcoholism and other dnig abuse are fertile grourd for 
research. Many questions about these areas remain unanswered. In addition, 
projects that initiate reseeurch ideas and proposals are often encouraged by 
departments beca u s e they represent a potential source of inocme for an 
institution. One way to ensure the existence of a project is to maJce it 
self-sufficient? if no money is required from tlte d^sartment, it wiH be 
looked upon more favorably. A strmg research orientaticyi by a project is 
recannended because it attracts junior faculty who see this as an opportunity 
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to develop professionally in one area that has many unanswered questions. 
Finally, research is suggested because it provides an objective m easure of 
the contributions that result fzm a project. 

2. Pecaanendations for Curriculum Develciinent/IiiplesnerrtatiavTvaluatiQn 

a. Need ooD^Tetency-based approach 

Uie iaportance of a ocnpetency-based s^proadi can not be over^ 
estiioated. was nsted throughout this document, ocn^setencies are integral 
in planning and development (since they provide direction and purpose to 
these activities) , inplanentation (siiiOB they provide a focus to the teaching 
activity) , a«a evaluation (sinoe they serve as the measure by which you can 
evaluate someone or scoething) . 

b. Need leamer-oentered curriculum 

A curriculum that is learners-centered is focused on the needs of its 
proposed target gra?). For this reason, it is more liXely to be viesyed by 
its participants as a positive experience and as an activity that will be 
able to provide them with inportant and effective skills. 

c. Rnphcisize experiential teaching methods 

Medical education in general has been slow to inoozporate the use of 
euqaeriential teaching methods into its curriculum, relying for the most part 
on lectures and reading. HCwever, substance abuse education that uses 
ej^^eriential teaching methods can serve as a model for effectively using such 
techniques. While a number of different experiential teaching methods exist, 
all shzune one similarity — an active learner. 

d. Focus an skill developsent 

Our work seens to indicate that a teaching activity that provides its 
participants with usable knowledge and skills is more likely to be perceived 
as effective by its participants. Skill development should be enphasized in 



ERIC 



III - 10 



a curriculum; but mnsnber, without the necessary knowledge base, skills 
alone can pzrsvide only linited help, 
e. Effective use of evaluation 

Although evaluation is a critical occponent to the suooessful 
dsvedopnent and isplesoentation of a curriculum, one should use it 
efficiently. Ihat is, even though evaluation data are Isportant, there nay 
be instances when it is not feasible to csllect data. The need for 
evaluation data should be wei^ied against the possibili^ of "tuming-off " 
participants who mi^it feel "over^-evaluated" . 
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SBCnCN IV: TEACaiNS STBfSSXSIES 



A. Teaching Methodologies 

Ihe number of teaching formts or methods that exist is limited only to 
an instructor's imagination. Seme of the more traditional foms of teaching 
(lecture, reading) represent those that are better suited for low-level 
cognitive objectives, such as learning factual inforxnation. Hi^ier level 
cognitive abilities (synthesis, analysis, judgeanent) and affective abilities 
are best learned via interactive strategies. Whatever fonnat is used, 
students should be provided frequent feedback and practice opportunities. 
Most iiEportantly, formats shaild be selected which fit well within the 
overall curriculum considering such ractorv' as available tiine, resources, and 
student characteristics. In addition, medical educators and curriculum 
develcpers mist recognize the strengths and weatoysses associated with each 
teaching methodology as well as the requirenfint of each learning situation. 
1. Lecture 

Ihe lecture format has several s t ron g points. Lecturing requires 
minimal pn^aration of materials, is not affected by the nuntier of students 
in a class, and makes eoanaaical use of class space. Moreover, the rate at 
which informatics! is < x iiiii n n icated is dictated by the instructor. But, 
inherent in this teaching strategy may be serious weaknesses as well. A 
foremost problem with lecturing is that the activity is teacher-centered 
ratter than learner-centered. Ihat is, the instructor does most of the 
talking while student involvement is virtually non-existent. Student 
involvonent in a lecture can be enhanced throi^ the use of direct artX 
indirect questioning, as well as, the use of visual aids such as a 
chalkboard, flipchart, or overhead projector. 
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2. Audio-visual materials 

Ihe use of audiovisual aids such as f ilss and videotapes repzissents 
another often used teaciiing forroat. While many quality films and videos are 
avsdlable, it is inportant to avoid the tenptation to substitute the 
instructor with a filjii. Used as a supplement to the teacher, hcMever, 
audiovisual materials can stake the learning experiences iDore interesting and 
relevant to the learner. A p o te n t ia l v^akness associated with the use of 
auiiovisuals is that the selection of a ^ -c p r i ate and effective mterial may 
be tiiDe consuming £ind costly. 

3. Role play 

Roleplaying, the process of simulating events, situations or encounters, 
is an effective methodology with many advantages. During role playing, the 
learner is active; the experience is student-centered. Ihe student is given 
the opportunity to ejqserienoe a situation in a "safe" setting, esqsloring the 
problems Inherent in assimilating information and reaching appropriate 
conclusions. MoTQOver, role playing allo^ the students to identify and 
explore their feelings and attitudes and determine how these eif feet their 
b^iavior. However, for role playing to be an effective learning experience, 
careful planning is necessary. For exanple, there may be instances when the 
role play situation requires only tM? participants out of a class of 10. Ihe 
instructor must decide if 4 additional diads should be set up to aHcw 
everyone to participate, or if the resaining 8 people oculd be used to 
critique the role play. If the later exanple is chosen, learning for the 
"critics" is facilitated if an observation guideline or checklist is 
developed and reviewed with the group. 

4. CQcputer assisted instruction 

Cccputer assisted instruction is another teaching methodology with both 
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advantages and disadvantages. Althcwgh the programs and eqoipnent can be 
very expensive at tl» onset, when used for large groups this modality may 
prove veiy cost effective. Cccputerized self-instructicn allows the learner 
to move at his cwn pace. In addition, the student is ijnmediately evaluatai 
by the ujutwter at each st^ in the leaming process. 

5. Clinical teaching 

Teaching strategies used within clinical settings differ fron those 
utilized in didactic settings. In the clinical setting, case studies no 
longer cane fmn textbooks. Instead, patients are the resource of 
infomation and leaming is achieved through dealing directly or indirectly 
with the patient. Although a stuctent is only indirectly involved with the 
patient, the nuances and intricacies of the skill are clearly denonstrated. 
Similarly, by participating in a clinical course rotation, the student, under 
supervision, will be respoisible for providing care to the patient. In this 
situation, the student will learn in a setting that most resenbles the real 
work warld. 

6. Self-help group eaqx^^ire 

A number of different activities are evolving and beccndng recognized as 
important and effective substance abuse teaching methodologies. One such 
activity is the use of self-^p groi^js. Student participaUon in self-help 
grtx53s, such as Alooholics AnonymDus, are particularly effective in 
addressing attitudinal issu e s. We have found that debriefing with students 
after such activities facilitates leaming. 
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SECnCN V: SUBSTANCE ABUSE IXUCATICN MDDULES 



A. How Ttie Modules are Organized 



Each MDCULE is divided into 10 different sections: 



TITIE 

SESSION GUHSUNES 
VELXrSD CUKRIOJIUM Gcyu:(s} 
INyiMJCiUk'S RESOURCES 
mSTSUCTQR'S MATE3?IAIS 
EQUIPMEOT IIST 



FORMAT (S) 
OBJECTIVES 

sm)psis 

SESSIW OUTLINE 

MASTERS OF lEARNEK'S HANDOUTS 

StKSGESTED PREPARATION ACI'IVITIES 



A descri^3tian of each section's purpose and contents is below. 



TTHZ 



Uiis is the suggested title of the teaching activity. 



FCSWAT{S) 

?tannat(s) id«2ntifies the suggested teaching iiethod(s) to be used to 
iaplespent the session. For scroe teaching activities only one format is 
identified; for others, several are noted. Ihe documented format (s) 
represent those teaciiing methodologies that were used during the 
iaplementaticai of the session at Johns Hopkins Ho^ital. If resouras ani 
time are available to use experiential teaciiing methodologies, do so. 

4: 
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SESSION GUIDELINES 



Identified in this section are racxinnended guidelines cancerring the 
time, prerequisites, space, and number of participants for each teaching 
session. TifflB identifies the mriTwl amount of time required to cccplete the 
teaching session. If more time is available, strategize on ways of using it 
effectively in the teaching. VrBreqilsites notes those sessions that shculd 
be implemented prior to the activity on whicii you are working. S^3Qoe 
reconnendations may include subtopics such as size of the rocn emd seating 
arrangements for Tmxiirium learning. Ihe optimal range of participants* is cdso 
identified in this section. All of these recanmendations are based on work 
with specific audiences and may be applicable to other groups. Hc^^^ever, 
renGacber to consider any unique features of your setting or participants 
vAiile you are planning the session. 



0B7EX7IVES 

" ' '.'".I I. Ml 11. ,1.1 II ■ .1 ll-.ll ■ I .■■ 1... .111.11 I -. . I II .. ..I ,1 11.11 I. 

Uiis section identifies tha specific knowledge, attitude or behavior to 
be susguired by the learner as a result of the session. If these objectives 
do not meet the needs of the learner, revise the objectives and the s^sion. 



PELATED CURRIOJIUM GCAL(S) 



LeaxDer objectives are derived fron curriculum goals, curriculum goals 
broadly state the intentions of a curri.culum. Curriculum goals related to 
the ^jecific teaching activity in questicn are identified in this section. 
As with the objectives, if the goals are not appropriate, revise them to meet 
the needs of your participants. 
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SYNOPSIS 



A brief description of the teaching session is contained in this 
section. Included in the description of each session is the rationale or 
justification for tte activity. Highlighted for the instnK±or is the 
in?x3rtanoe the session, providing criteria for inclusion into the curriculum. 



HJSIFSJCTCSl'S RESOURCES 

In order to facilitate the instructor's preparation prior to the 
session, suggested reading materials are identified in this section. 



SESSION ajTLZHE 

Ihe proposed organization of data and conoepts to be presented is 
contained in the Instructor's Outline. In addition, specific reccraaerxJations 
are adso noted for the instructor's infonnation. Finally, the ha«aout(s) 
oorre^xanding to the material being covered are also identified in the 
Instructor's CXitline. 



INbTIMJClUK'S WiTnUMS 

Specific material to be used by the instructor during the session is 
listed here. Fa m ilia r ity with these materials is crucial to the success of 
the t^ciiing activity. 
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MASTERS OF IZARNER'S HANDCXJIS 



All materials to be used by participants during the course of the 
activity are included in this section. Ihe materials are camera ready. Also 
included are materials that may or may not be referred to specifically during 
the teaching session; but, they are applicable to the content of the session. 
Ihese serve as additional resouroes for the participants. It is often 
helpful to maJoe copies prior to the session and arrange them in folders for 
the participants* use during the session. 



EQUHHEm' LIST 

Egii^inent and materials needed for each session are listed here. Sane 
sessions require no specific pieces of equipment. Others may suggest the use 
of certain items. Again, this list is not all-inclusive. It should be used 
by the instructor as a starting point for documenting and ortganizing 
equipment needs. 



SUGGESTED FREPARATIGN A Ci'iVlTUg 

A list of proposed preparaticn activities is included in this section. 
Many of the same activities are listed for all the modules; however, 
activities unique to an individual module are also documented. This list is 
in no way oonplete and is really to serve as a reminder to the instructor. 
The list should be adapted to suit particular needs of a s^sion. 
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B. Individual Itodules 



SECnCN VI: SUBSTANCE ABUSE RESOURCES 



A. Alcchol and Other Drug Resource Organizations 



Addiction Research Foundation (807) 595-6000 

Mar^ceting Services 

33 Russell Street 

Toronto, Ontario, Canada M5S 2S1 

Materials Availaihle: Fanphlets, booklets, posters, A/^s, curricula, 

bibliogrc^shies 



Al-Anon FEonily Group Headquarters, Inc. (212) 683-1771 

Madison Square Station 
Box 182 

York, NY 10159-0182 

Materials Available: Pan?}hlets, books, newsletters, posters 



American Acadeny of Pediatrics (312) 228-5005 

141 Northwest Point Road 
Elkgrove, XL 60007 

Materials Available: Fas^iilets, reprints, posters 



Amarlcan Cdllege Health Association (301) 963-110 

15879 Ccabbs Branch Vt&y 
Rodcville, MD 20855 

Materials Available: Pan^i^ets 



American CCuncil for Drug Education (301) 984-5700 

6193 EbCBCutive Boulevard 
Rodcville, MD 20852 

Materials Available: catalog, paii?)hlets, monograpiis, A/Vs, speakers kit 

on marijuana 



American Council on Alcohol Probleros (515) 276-7752 

2908 Patricia Drive 
Des Moines, 10 50322 

Materials Available: Panphlets, newsletter 
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American Educational Materials, Inc. 
P.O. Box 2613 
Anaheim, 92S04 



(714) 761-8661 



jiatexials Available: Cartoon booklets, A/7s 



American M e di c al Association (312 ) 645-5000 

D^aartment of Health Education 
535 North Dearixam Street 
Chicago, IL 60610 

Materials Available: Panphlets, professional reports 



Aixiiovisual Library Service (612) 373-3810 

university of Minnesota 
3300 Uhiversity Avenue, S.E. 
Minneapolis, m 55414 

Materials Available: Audiovisusil Tnai-oHaig 



Ceaiter for Science in the Public Interest (202) 332-9110 

1501 Sixteenth Street, N.W. 
Washington, DC 20036 

Materials Available: Booiks, posters 



Center of Alcohol studies 
Kixtgers University 
P.O. Box 969 
Piscataway, N7 08854 

Materials Available: Clearingtouse 



(201) 932-3510 



for alcohol information 



Do It New Publicatiais (602) 257-0797 

P.O. Box 5115 
Hioenix, AZ 85010 

Materials Available: Paii?iilets, booklets, pesters, reprints 



Food and Drug AdministratiCTi (301) 443-6500 

Office of Consumer Affairs 
5600 Fishers Lane 
Rockville, MD 20857 

Materials Available; Panphlets, r^rints, h/Vs 
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Hazelden Educational Services /300) 328-9000 

Box 176 

Pleasant Valley Road 
Center City, MN 55012-0176 

Materials Available: Panphlets, booklets, books, A/Vs 



Insurance Information Institute (212) 669-9200 

110 William street 
New York, NY 10038 

Materials Available: Panphlets, bocks, A/Vs 



Insurance Institute for Hi^xway Safety (202) 333-0770 

Suite 300 
Watergate 600 
Washington, DC 20037 

Materials Available: R^aorts, r^arints for professicrals 



Johnson Institute ,Qr2) 544-4165 

10070 Olscjn Marcrial Hi^iway ^ ^ 

Miiviei^jolis, MN 55441 

Haterials Available: Raijiilets, booklets, r^xarts 



March of Dines Birth Defects Foundation 
1275 Masaaropsck Aveue 
White Pladns, NY 10605 

Materials Available: Pamphlets, fact sheets, r^rints, A/Vs 



National Canoer Institute Od) 496-4000 

C^noer Inf Qtaaticn Clearinghouse 
7910 Woodm on t Avenue, Suite 1320 
Bethesda, MD 20014 

Materials Available: Infonnaticn on tctocco products and smoking 



National Clearinghouse for Alcohol 
and Drug Inf onnaticn 
D^artanent PP - p.o. Box 2345 
Kockville, MD 20852 



(301) 468-2600 



Materials Available: 



Panphlets, books, posters, manogre^ihs, conference 
proceedings, reference material, audiovisuals, fact 
sheets, rescurcse and curriculum guides, newsletters 
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National Caax:il on Alcoholism (212) 986-4A33 

733 Ihird Avenue 
New York, NY 10017 

2fater±al5 Available: Pairchlets, fact sheets, A/Vs 



National Federation of Parents for 1 (800) 544-KIDS 

Drug-Ftee Youth 
Suite 16 

1820 TrarMaD. Avenue 
Silver Spruig, MD 20902 

Materials Avsdlable: Manuals, kits and brochures 



National Hi^way Itaffic Safety Administration (301) 962-3877 

793 Elkridge landing Road 
Linthicum, MD 21090 

Material « Available: Booklets, r^orts 



National Library of Medicine 
Referenoe Services Division 
Videocassette Lsan Pnogram 
8600 RKJodlle Pike 
Bethesda, MD 20209 

Materials itwailafale: Video cassettes 



(301) 496-4244 



B3U?ents' Pesource Institute for Drug Education (404) 658-2548 

Vblunteer Service Center, Suite 1216 
100 EdgeMood Avenue 
AUanta, GA 30303 

Materials Available: Books, r^irints, A/Vs 



Society for Teachers of Family Medicine (800) 821-2512 

c/o American Acadsny of Family Physicians 
1740 W. 92nd Street 
Kansas City, MD 64114 

Materials Available: Curriculum guides, reports, literature reviews 



Wisconsin Clearinghouse (608) 263-2797 

1954 East Vlashington Avenue 
Madison, WI 53704-5291 

Materials Available: Panphlets, booklets, posters, A/Vs, curricula, 

resource reviews 
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B. Alcchol ard Other Drug Audio-visual Materials 



Alcx^aolics An cny mc u s; JnsicSB Viev, 1979 
28 mimtes 

Availability: Alcxholics Anorr^nocus 

Box 459 

Grand Central Station 
New Yorit, NY 10163 

Descripticn: Tins video cassette takes the viewer inside AA meetings, from 
the snail est closed meetings to the lazge cpen ones. 

Use: An excellent introduction to Alcoholics Anonymous; especially 
helpful for inedic?^1 students prior to their visiting any AA 
neetiiig. 



Obe Biablers, 1978 
23 minutes 

Availability: Ohe Johnsoi Institute 

10700 Olson Memorial Highway 
Mimypirol is, HN 55441 



Deg cripfcion; 



Ihe film examines the behavdor of family and friends of an 
alccholic vaaan and how it contributes to the oontiimtion of 
her drinking, the tUsa is the first of a two-part series with 
The IntarventiCTi. 



Use: Good for desnonstrating the dynamics of a chemically dependent 
family, a self -defeating pattern of interactions. 



Obe Izxtexventicn, 
28 minutes 



1978 



Availability: 



Descxipticn: 



Use: 



The Johnson Institute 
10700 Olson MPmorial Hic^y 
Hinnee^x3lis, m 55441 

Second in a series with ITl** ErffM?rfr family and friends work 
together for coercive, constructive oonfrontaticn of an 
alcoholic \ioian. The process of setting up such a 
confrontaticn is demonstrated, including the pitfalls to 
successful pr^aaration. 

Sbccellent for si^rplementing The Enablers . for demonstrating 
enabling family dynamics, intervention, and teamwork. Also 
good for danonstrating how one can help a troubled family 
motivate a dnfini rally dependent person to seek treitmpnt. 
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13be Necmtal Abstins^ Syndrcsne: Diagnosis 
10 minutes 



Availability: 



Desczipticn 



Baylor College of Medicine 
career Teacher Canter 
1200 Mcursund Avenue 
Houston, TX 77030 

An excellent teaching film that presents a clinical 
dfiaaonstration of the signs and synptcras of neonatal abstinence 
syndrcoe* 



Readiirr, Writing, and Reefer 
52 minutes 



Avail ability: Films Incsxporated 

733 Green Bay Road 
Wilmette, IL 60091 



Oescxipticn: Ihis video cassette examines the dramatic increase in the use 
of marijuana by childrsi and the ccnsequenoes to their 
physical and psychological health and well-being. 



Obe Seonst Icfjb of Sandra Elain, 1976 
27 minutes 



ftwiUahnity; Hollywood Qrterprises 

6060 Sunset Blvd. 
Hollywood, CA 90028 



Desczipticn: Tills film examines the story of a middle-nclass housewife whose 
drinking becanes obvious to her family and friends. 
Eventually the drinldng prpblem becanes so severe that the 
vaaeai can no Icaiger deceive herself or those around her. 

Use: An excellent introduction to alcoholism and the middle-class 
housewife. Ttm film elucidates dpninl as one of the Jcey 
factors in alcoholism. 



Soft is the Heart of a Child, 1978 
20 minutes 

Availability: C^>eration Cbrk 

P.O. Box 9550 
San Diego, CA 



Descripticn: Ihe film illiastrates such thanes as the family consequeixies of 
drink.'ing, camounity paral^is, wcoen as battered spouses and 
drinkers, children as victims, and the role of the school. 
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Use: Demonstrates the effects of alcsshoXism of the family, such 
as family violence, cJiild abuse, and neglect. Highly 
recanmended for mpriiral students. 



A Sli^it Drinking Problem, 1977 
25 minirtes 

Availability: Norm Southerly Productions 

1709 East 28th Street 
Long Beach, 90806 

Description: The troubles that befall an alcoholic are exacerbated by his 
wife's reactions and atteo^Tts to deal with him. With the help 
of Al-Anon, she begiis to cope with her own life. 

Use: E>ooellent for demonstrating the value of self-help groups such 
as Al-Anon. 



VI - 7 



KDDULE I: SUBSTANCE ABUSE OVERVIEW 



SUBSTANQ: abuse OVEKVlhW r^iresents the basic Ijitroductory material that 
should be isplemented first, prior to the other modules. In addition to 
introductory substance abuse content, this nodule serves as an exasple of how 
one can use ^ecif ic learning activities to gsmi grasp endorsesient around 
certain issues, set the stage for future teaching, plan future sessions using 
group input, and involve a group in a process of learning and consensus 
building. 

In order to provide sane choice of teaching to best natch the needs of the 
aixiienoe, the resources of tisie, ^sace, and people available, and the skill 
or canfort level of the presenter, two different teaching activities related 
to this "module" are contadned within. After reviewing both, the most 
a ^ J^Jiupi-late activity can be chosen for a particular group. 

Ihis nodule consists of two teaching activities thrcu^ vhich sti^ents can 
fulfill specific objectives. Teaching Activity 1 allows the participant to 
take an active role in the learning process and 's, therefore, the 
reooraoended ^poethcd through which inf ormtlcn about substance abuse overview 
should be laialaDented. HoMsver, if you do not have the time, students, 
t pfl ch ers, ^ace or other resources tliat are rpquired to iisplenent activity l, 
another teaching activity is described herein. Both sessions are described 
generally belcw. For more detailed descripticns, see each teadiing activity. 

Teaching Activity 1: Chea&ical Dependence: Individual and Family 
Characteristics - A Case Approach provides and effective and 
efficient mechanisa through which isportant core infonoation can be 
transmitted to students. Usiiig a p^ent case, students examine 
pprscnal attitudes, difia.i!qs basic concepts of substance abuse, and 
explore the role of the pediatrician. 

Teaching Activity 2: Chemical Dsjendenoe: Individual and Family 
Characteristics is a lecture that, provides the same above ocnt'^ait 
infonoation but in the lecture format. This learning opportunity, 
althcugh less effective for addressing attltudinal issues, is nore 
appropriate when your target audience is more than 20 people. 
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CHEMIC?^- DEPENDENCE: INDIVIDLIAL AND FMmJH CHARACIERISTICS 
- A CASE APPROACH 



PX3RMftT(S) 



case Discussicsn 



SESSION GUIDELDIES 



Time: 

Prerequisites: 

Space ReccDsnendations: 



Suggested Nuoioer 
of Participants: 



1.5-2 hcsurs 



none 



arranging participants in a 
circle to facilitate discussion 

10 - 15 is optiml number for 
snail group discussiois 



OBJECTIVES 



After participating in this sessicsi, participants will be able to: 

disniss the role of the pediatrician in the context of 
viDzking with a substanc e using family 

identify requisite )axwledge, attitudes and skills that 
vnould allcw the pediatrician to fulfill his/her role 

explain the progressicsi of substance abuse and the 
characteristics and family dynamics related to each of 
the four stages of us& 

challenge his/her perscnal beliefs and prejudices related 
to substance abuse, including stereotypes, etiology and 
progr^sion of the disease 

• identify available resources in the treatment of a 
chemically dependent patient and/or family 
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RELATED CDRRIOJIIM GCSAL(S) 



I. a . increase awareness of general concerts of substance 
abuse. 

HI. To provide the basic skills to effectively intervene ard 
engage the patient and family into treatsient. 

V. To p iuuuLe awazeness of the pediatrician's role in 
prevention. 



SYNOPSIS 



Ihe purpose of this session is to engage participants in an 
active discourse of the general concepts of chenical d e pe n de n cy, 
and through sucii dlscussiGn, to establish by group co n se nsu s the 
pediatrician's role in ^roridng with patients ancVor families 
harmfully involvad with substances, and the oonoaaitant fund of 
knowledge needed to function in that c^sacity. Specific content is 
also included within the case discussion that allows participants 
to identify and ciscuss perscnsQ beliefs and attitudes they night 
have around dziig and alcohol issues. Ih total, participants should 
oone to accept a oonoeptLial frasEMaxic in which to consider chemical 
dependency issues. 

Ttie siyxsess of the learning es^erience for the participants 
hijiges cn their willingness to actively participate in the 
discussion. To facilitate this process, the case is built around 
several teaching or focus points. Probe questions are provided so 
that the instructor may elicit information fron the learners. 
Effective facilitation of this session defends on the instructor's 
Jaiowledge of the participants moreso than the underlying details of 
tljs case. Prior to the session, the instnictor should anticipate 
participant reactions, questions and ccninents about the case and 
the material and fomulate positive and direct responses which will 
stimulate groip discussion. 
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mSIKJCTOR'S PESCURCES 



Gabel Uj and Monk JS. Faculty Guide. In Gabel LL (ed) : Adolescent 
alccholian: Recognizing, intervening, and treating. U.S. Dept. of Health 
and Human Services, contract Nuniser: 240-83-0094. 

Hostetler J. Adolesce n ts and substance abuse: An overview. In Gabel 
LL (ed) : Adolescent alcoholism: Recognizing, intervening, and 
treati:^. U.S. D^. of Health and Human Services, Oaitract Nuntoer: 
240-83-0094. 

LeFager J. Itie double dilenma of d^enically d^sendent parents and 
substance abusing adolescents. Focus cm Family 1984? Nov/Dbc:33- 
35- 

MacDonald, DI: Drugs, drinking and adolescence. Amer J of Diseases of 
Oiildren 1984; 138: 117-125. 



JfecDonald DI, Blume SB. Oiildren of alcoholics. Amer J of Diseases 
of Children 1986; 140:750-754. 
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SESSION CUTLDJE 



I iiU ud u ction 



TT: 10 MIN. 



RT: 10 MBf. 



Iiitiioductian of Presentar(s) and 
Participemts 

Review Purpose and Ctojectives of Sessicn 
Establish Ground Rules for Session 
Review Materials 



Case Review 



TT: 55 MIN. 



RT: 65 MIN. 



A. Review Key Questions 

(Ask gtoi^ to think about 
these questions as you 
proceed throucfh case) 



[Handout 2] 



B. 



C. 



D. 



Begin Patient Case using m 

1. Present case \jp to "STOP" 

2- Ask Probe ^lesticsis fron 
IM 1 

3. Summarize participants cpinicns about 
confrontation using "SunsiBry Stateanents" 
of IM 1 

Resume Patient Case ccnpleting all of 
section 2 

Using IM 2, focus discussion an role of 
pediatrician 

1. Ask Probe Questions frm 
IM 2 

2. Summarize participants cpinions about 
pediatrician's role using "Summary 
Statements" 



[Banddut 3] 



[Handout 6] 
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E. Using IM 3, focus discussion on 
progression of dieiaical d^sendency 

1. Review Handout 4,5,7 

2. Review data about the father frcm 
Hi - Patient case A±ienduni 



[Handcut 4,5,7] 



F. Using JK 4, focus discussirai on 

need for awareness of treatment resources 



[Handout 10] 



Evaluation (c^Ttional) 



TT: 5 MIN. 



RT: 70 MIN. 



Hand exit evaluations and ask participants 
to ccnplete 



[Handout 14] 



SunBoazy and Closure 



TT: 5 MIN. 



RT: 75 MIN. 



Refer back to objectives to determine if [Bankxit l] 

they %#ere successfully ocnpleted. Sunnarize 

session. 



Instructor's Patient Case 



jyi 1 



Teaching Point 1 



IM 2 



Teaciiing Point 2 



IM 3 



Teaching Point 3 



IM 4 



Patient C^se Aciiencium - Data an the Father 



IM 5 



Teaciiing Point 4 



All learner's Materials are also Instructor's Materials: 



Kandcut 1-Session Ctojectives 
Handout 2-KiBy Questions 
Handout 3-Patient case 

Handout 4-System Dynamics of the Alcc^lic Family 

Handout 5-Survival Roles 

Handout 6-Khcwledge and Skills Statesnents 

Handout 7-Natural History of Alccholism 

Handcut 8-Disease Model of Addiction 

Handout 9-Adolesoent Substance Abuse Progression 

Handout 10-Dcanple: Iteatment Resource List 

Handout ll-DSM-m R Criteria: abuse, d^jendence 

Handout 12-C.A.S.T (Ouldren of Alcoholics Screening Test) 

Handcut 13-Are Drugs a Prcijleins for You? 

Handout 14-Session Evaluation Form 
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TSACHDJG FOOT # 1 



H3RPC6E: To facilitate the case and grcxip discussion, several key 
teachiiig points have been identified. These teaching points, in keeping 
with the session objectives, will help you focus the discussion and help 
the qrojp ZBach a concensus on many different points. Fdr each teaching 
point prtbe questions to stimulate discussion, and content to facilitate 
learning, have been identified. Prior to the discussion, you should 
beocinB familiar with the content in order to integrate it into the 
discussion. 

DIRBCrKKS: After reviewing case, ask H^EE! QCJESnos. Allow time for 
discussion, keeping participants focused by asking questions and directing 
conversation. Use sussnary points to reiterate what was discussed. 



TEACHING POINr 1 : CONFKKEATION IS UNCCMFX3RrABI£ 
WCSE gOESTICKS: 

What do you think of this situation? Is this normal behavior on the 
part of the Dad? 

Should the fact that the Dad smells of alcohol in th& middle of the 
day be questioned? 

Wcxild anyone feel ocnfortahle addressing his/her observation with 
the Dad? If not, vfhy? Any alternative (s) available? 

Do we need more information? How do we get this information? 

If this were a reseated episode waild it be appropriate to ac^iress 
the problem? 

vaiy is it so difficult to intervene in these situations? 

Is it appropriate to question Dad, Mother or siblings about the use 
of alcohol? 

SCMQVBY POINTS: 

A. Oonfrtantation is usually acccicpanied by a reaction 

B. Cunfrontation usually enhances patient-physician relationship when 
done effectively 

C. Confrontation and intervention beoone more comfortable, easier, and 
more effective as we become more familiar the disease process 



Return to Patient Case - Section 2 
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TEAGnNG POBTT #2 



.INSmfCTCR'S MATERIAL 2 



lEACHDSS POINT: PEDIATRICIAN HAS A ROI£ 
PROBE COESncZf: 

Where in the case would it be appreciate for the pediatrician to establish a 
role? 

Do you think the case vculd differ if: 

(a) the father viore a business suit? 

(b) the baby vas healthy? 



In ortier to work with the family it's 
helpful to have in mind a ccnceptual 
framework of family systscs 



Need miniinRl knowledge and skills 
dependent upon the role 



Possible diange in practice behavior 

- routine inquiry of parental 

alcQbol/drug use 

- use of CAGE 

Oiildren may be asked how they feel 
about adults drinking 

SCMSVEOr POINTS 



FAKn^ HOLES 



[Handout 4,5] 



Hero 

Scapegoat 

lost Child 
Mascot 

[Bandoute] 

KNCMLEDGE AND SKIUS 

Biochenistty and 
awmwcology 
Etiology 
S^idesiiology 
Natural History 
Diagnosis 
T^neatanent 
^"evention 

Legal/Ethical Tssties 

C = cut down 
A = annoyed 
G « guilty 
E a eye opener 

PACES/HEADS 
Use/CKTcem 



B. 



C. 



Pediatricians are often only health care contact for family 
(as was the situation in this case) 

Any role the pediatrician adopts requires certain knowledge and 
skills 

Understanding of chemical dependence as a family disease is 
n ec essary before individuals can a^jpreciate the inportance of 
pediatricians working in this area 

V 
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TEAOCNG POIOT #3 



NG POXNT: I^^SS^ESSIC^ IS H^ICIABIZ 
ITOEE CQIESn:CK5: 

1. CDuld this cutocsoe have been predicted? V3hy? 

2. Hculd Kncwing sore about the ciisf^sp process facilitate your 
handling of the case? 

CLNlMn*: [review Handouts 6,7,8 with participants] 



Read "Patient case Addendum - Instructor's Material 4" to participants 



SDMcoor Fauns: 

A. Chztsnic dispas<? nature of the prtsblan 

B. Alcohol and other drug abuse is treatable 

C. Substance abu&>3 has a predictable course: 
•matuzal history 

-family roles 

D. Early intervention matats a difference 
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TEACHING POINT #4 



UaCHDC FOIOT: THERE APE RESOURCES AVAILABLE P3R HELP 



«r: [review Handout 10 with particip-Jits] 



YOa MAY ALSO WANT TO CREATE A HANDOUT THAT USTS AVATLABIZ TREAOMENr 
IN YOUR AREA. 



SCMARY FOItnS: 

A. liCM to help 

B. Hho is cut there? 

C. Nhat kinds of prograxos and resources are available? 
0. How are these prxsgrans/resouxtses aooessed? 

E. Cceatizig a crisis 

F. Appiroacdi 



V 
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INSIKJCrCR'S M?vrn?iAL 5 

PATIENr C3^ ADDENIXM 



JCmS HOPKENS mSPTTKL CCMPREHENSIVE ALCmDOSM PRDG35AM 
SUBSTANCE ABUSE EVAUimON 

Patient's Name: Father 



ClinicaT Gcnditicn at Fresentaticn: Sober, rniplains of nervousness, 
gastrointestinal i:53set, probably initial withdrawal secondary to decreased 
ancunt. 

Kature of Itequest: Patient requests "detox"; drinking out of oontrol; 
negative past m edical prcblens; positive past history "spitting up blood." 

Qirrent Meds PrescxdbecV^Z^3cEn: none 

History of Drug Use: none 

EvidenoB of Qxrzent Alocbol Addition: Inczeased tolerance; Increased asosrt; 
naming use with synptonatic relief; chronic daily heavy use; positive 
oaving, loss of control, mild withdrawal sysptaos cn stopping alcohol: 
tremor, nausea, vcaiting, sweats, anoxeria, inscnnia, diarrhea/cranps. 

Evidenoe of Otber ik^dictions: none 

Itevious T teata i ffliL ; none 

legal StataJB/Irial Dates: ncne 

CUnent Hotivaticn: fifiSglLcfc « FEoaily/Job dysfunction, 1 child 
gravely/chronically ill; patient has fuJ.1 insight i 

Progress Note: 31 year old with strong past history of adkilctive disorder; 
last aloohrl use 2 hrs. ago, 3 filths of wine today; negative psychiatric 
history; usual iise 155 to 8 fifths (with others) per day x 3 1/2 years with 
only 1 or 2 nonths of sobriety since then. First use at age 13; regular use 
at 17 years; problesoatic at 28 years; positive history of blackouts, negative 
deliriisn tranors, seizures. 

Diagnostic In^sressicn: 303.9 Alcohol Dependence/Gaiona 

Di^xasitiai, Reason for Referral: Hospitalization for noiically supervised 
detoxification followed by outpatient counseling on long term basis - 
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MASTERS OF ISARNER'S HMIDCUTS 



SESSiai OEOiXJETVES 



After participating in this session, psurticipants will be able to: 

1. di smss the role of the pediatrician in the context of 
v;or3ung with a substance using family 

2. identify requisite kzxswledge, attitudes and skills that 
wculd allcw the pediatrician to fulfill his/her role 

3. e}q}lain the progression of substance abuse and the 
characteristics and family dynamics related to each of 
the stages of use 

4. diallenge hi^^/her personal beliefs aivi prejudice's related 
to si^bstanoe abuse, iixrluding stersotypes, etiology and 
progression of the difw»nsp 

5. identify and work togetl^ with available resources in 
the treatanent of a chaolcally d^)endent patient ani/ar 
family 




Handout 2 



KEY CUESnCNS 



1. Do I fully ccnpiBhend the magnitude of the problem of 
alcoholism and drug abuse? 

2. Do I possess the skills and knowledge necessary to help 
«yV1rpss this problem? 

3. Do I vant to develop such skills arxi attain such 
knowledge? 

4. Do I reaagnize ny strengths and limitations as related to 
dealing with edooholian aixi drug abuse prdblems? 

5. Do I know hew to capital ire on my strengths and cvercone 
my limitations as I address the problem of alccholian and 
drug abuse? 



[Peon Gabel IL, Monk JS. Faculty Guide in Adolescent Alccholism: Recognizing, 
Intervening, and Treating. Gabel IL (ed) . D^sartaaent of Fam;" / Medicine, Hie 
Ohio State University, Columbus, Oiio 43210] 
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Hardcsut 3 

PATIDTr CASE 

Patient Profile 

Index patient is new a 10 north old fenale bom with severe birtli 
asphyxia resulting in nultiple prcblems inclixiing hydrocephalus and 
severely fy^TnrrwTgori neurologic status, develcpnental, motor and 
mental retardation. De^ite the prcbleos of the isanediate newborn 
course, the ijifant is at present stable and at hcne under the care 
of both parents. 

Family Profile 

Mother: 31 year old fsnale reported to have medical problems as a 
ciiild necessitating cardiac surgery; currently in good 
health 

Father: 31 year old male r^xsrtedly in good health 
Siblings: 

1) 10 year old male - hyperactive 

2) 8 year old joale - doing wall 

3) 22 month old female - good health, questionably scniewhat 

withdrawn 

Intact family, parents married for 11 years 

Mother diL^jed out of hig^ scix»l in 10th grade due to medical 
problesBs; plans to obtain high school diplcca 

Father ccnpleted high school, is a veteran, and currently works as 
a counselor with delinquent boys 

On first enoounter with the father during the day when the child is 
admitted to the NICU he is noted to be well dressed, polite and 
a ppi up i l ately ooncemed. Ihe father had been in attendance at the 
cutside hospited vtoen the infant was bom by emergency Cesarean 
section and he escorted the infant to the hospital. He had the 
distinct smell of alochol on his breath uhich was noticed by 
several mesnbers of the health care team. 
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PAnETTT CASE 



Handout 3 
Page 2 



Interval FoIIow-Up 

Hie infant had a hcsspital course whicii «"yT^lrvi^ eifter 1 V2 
months. During the family discussion sessions emd disciiazge 
planning, it was very difficult to contact the father although "Lie 
mother was available at all sessions and related that all at home 
was well. MtUtiple attespts to get the father involved have 
fadled. Finally, cab wze sent to his hone in order to bring him 
in for a disciiarge planning session. 

On discharge fran the hospital there were frequent follow-up visits 
during whicii the patient was aocco^anied by the mother only. 

At 3 months of age the patient was again admitted to the hospital 
for various med ical ocnplicatiais and neurosurgical interventions 
including placement of a VP shunt. Ihis prolonged stay enccopassed 
two ncnths during whicii time the family had active supj)ort fron 
various staff and frequent si^^xart meetings with social wcrfc. 
airing this time there was raised scne suspicion about the father's 
vsB of alcGhol amca ig st staff mesiftaers, but this \es not acted \jpcm. 

In the interim the father became unenplcyed and increasingly 
unavailable. There was evidwrap of increasing family stress. 
FoUoidng the second hospital discharge, the mother again was noted 
to be very diligiaTt about f ollow-i^) and appeared to be coping very 
weJl despite adverse situations. 

On a routine call from the pediatrician to the mother, she related 
that she was very concerned about the health of her husband. The 
mother ackncwledged that he bs^ hsui a slight drinking pnablesn long 
ago ard was ones again drinking. The father was noted to be 
ejfperiencing bad dreams, occasioned onesis of blood, pacing v^ien at 
hcrae and was also out a lot of the tine. 

hearing this the pediatrician acknowledged feeling scnewhat 
frustrated and guilty and pondered over how to pursue this matter. 
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Handout 3 
Page 3 

PAITDJT CASE 



Several weeks latsr the iDOtlier called the pediatrician in 
desperation and asked for help. Several crisis events have 
occurred; 

-the father had sp&± the money fron the Infant's disability check; 
-there had been Inczeased tension betMsen the parents; and 
-the younger daughter stusdsled upon seme drug paraphernalia which 
was left in the house by friends of the father. 
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SYSTEM DYNAMICS OF THE ALCOHOLIC FAMILY 



ROI.K 


MOTIVATING 
FEELING 


IDENTIFYING 
SYNFTOHS 


PAYOFF 

FOR INDIVIINIAL 


¥OR FAMILY 


PRICE 


DKPKNDKNT 


Shame 


Chemical Use 


Relief of pain 


None 


Addiction 


ENABLER 


Anger 


Powerlessness 


Importaiice; 

self ^righteousness 


Responsibility 


Illness; 
"Mart vrdom" 

J la L L> y X> \J will 


HERO 


Inadequacy; 
guilt 


Overachievement 


Attention 
(positive) 


Self-worth 


Compulsive 
drive 


SCAPEGOAT 
destruction; 


Hurt 


Delinquency 


Attention 
(negative) 


Focus away 
from Alcoholic 


Self- 
addiction 


LOST ciin^D 


Lonel Iness 


Solitariness; 
shyness 


Escape 


Relief 


Social 
isolation 


^fAS(:()T 


Fear 


Clowning; 
hyperactivity 


Attentioi 
(amused) 


Fun 


Immaturity; 
emotional illness 



ITrom Another Chance; Hoc e and Health for Alcoholic Families by Sharon WegscheiderJ 

73 



Handc5Ut 5 



SUKVIVTO. ROLES 



In the alcoholic family, all members of the family are affected by the 
growing inability of the alociiolic to function. Family meateers learn to ccpe 
vdth the gnawing instability in the family by adc^jtiirf roles. Ihese roles 
are attes^Tts to lessen the personal stress — to protect oneself from being 
hurt. By adopting these roles, family mEsifcers increasingly hide their 
feelings beccrning less aware of what tl^ir feelings really are. 

IHE HERO: 

The hero is often the oldest child, knows what is really going on in the 
family and tries hard to xoprove the situation. ThB hero begins to feel 
responsible for the family pain but continually is frustrated in efforts to 
better things. Ihis family meni^er is hard driven and outwardly suoce53sful. 
Th& hero feels inadequate inside. 

THE SOtPEOOKTi 

The sca^pegoat is usually a younger ciuld, who pulls away fnsn the family 
and develops a strun g peer groi^ attachmsxt to aoguir& a feeling of 
belonging. By acting in destructive uays, this family inpmhRr is often blamed 
for the family ^laos, providing a diversion frcn the real prcblen — 
alcoholisa. 'The scs$>egoat feels hurt inside. 

THE IDST CHUD: 

The lost child is also, most often, a younger or youngest child. The 
lost child adapts a "safe" role — to be as little trouble and avoid as nuch 
notios as possible. The lost child is overloo3cad, being quietly busy — 
spending nuch time by thesiselves oftai fantasizing or day dreaming. The lost 
child feels lonely inside. 

THE HASOCT: 

The mascot may be any family msnber. The mosoot deals with the tension 
in the family by being charming and humorous. The luascot feels fear inside. 

THE £3AEUA: 

The enabler is usually the ^ouse or parent, the person closest to and 
most depended on by the alooholic. But anyone in the alcoholic's \ixsrld may 
be an enabler. The enat^er is scneone «ho, without kncwing it, helps the 
drii^cer to continue drinking. The enabler has understandable and scnetimes 
"good" reasons for being an enabler: to try to "cure" the drinker — to ke^ 
the family together — to solve problems. This sursrival role l^ps the 
enabler to oc^ and to continue to function. Hie enabler feels resentful inside. 
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COKE MINIMAL KNCWLETGE AND SKILLS 
IN SUBSTANCE ABUSE 

Introduction 

Ihe purpose of this document is to broadly descrUoe the minirniini 
kncwledgs and skills iji alcohol and other drug abuse for practicing 
physicians including general internists, psychiatrists, family physicians, 
and pediatricians, Ihis body of knowledge is being presented because the 
practicing physician is at the forefront of prevention and loanaganent of this 
iii | x 3r tant problem. 

Htm physician should accept alooholias and other drug abuse as medical 
disozders. He or she should be infonned about substance abuse disorders; 
recognize the effect on the patient, the family, and the oawmmity; and 
should be able to diagnose and treat these disorders. Ihe physician should 
recognize his or her cmi perscawl strengths and limitations in managing 
patients with substance abuse. 

Medical students should be aMare of the prevalence of patients with 
su b s ta nce abuse in all mpriiiral settings. Students should have the same fund 
of kncwledge in this area, as practicing physicians. Students should edso be 
ca p abl e of sczeening for substance abuse in the course of performing a 
history and pt^sical examination and should be able to take a detailed 
alco hol or drug use history whai ^:propriate. Stir*«3it5 should be aware of 
differoit treatsnent mndalities and their expected outcomes, but are not 
«q»cted to have the skills necessary to treat patients for their primary 
proven. 

A. General Ooncepts 

The practicing physician should understand the following general 
cono^Tts rela t ed to alcohol and other drug abuse: 

1. GcDiDcn definitions 

2. Di a g n o s tic criteria 

3. S^idemiology and natural history 

4. Risk factors including familial and social cultural factors, as 
well as current genetic and biologic theories. 

5. Ihe relationship of this group of disorders to the functioning of 
the family. 

B Prevention 

The practicing physician should understand his or her role in prevention 
of edoohol and other drug abuse problems through patient education, risk 
identification and prescribing practices. 

C. Pharmacology and Pathophysiology 

Ihe practicing physician should understand: 

1. Ihe pharmacology and behavioral effects of commonly abused 
substances. 
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2. Hoe physiology of intoxicatian, d«?pendence, tolerance, and 
withdrawal. 

3. Pathological effects of acute and chronic drug and alcohol abuse on 
organ systems. 

D. Evaluation of the Patient 

Ihe practicing physician should be aware of specific presenting 
ocnplaints suggestive of substance abuse. In addition, physicians should be 
able to screen effectively for the early and late manif estaticns of substance 
abuse including b^iavioral manifestaticns. Qnoe substance abuse is suspected 
in an individual patient, physicians should be able to confim the diagnosis 
by obtaining a detailed alcohol and drog use history, identifying p^ical 
findings suggestive of substance abuse, and interpreting the results of 
selected laboratory tests. 

Hie practicing physician should be aware that substance abuse disorders 
may present as other m edical or psychiatric disorders or may be ccnplicated 
by the presence of psychiatric or mndical ocnorbidity. 

Ihe practicing pt^ician should be aware that denial in the patient, 
family, and pl^ician delay re cog n ition and treatiaent. 

E. Ritient Management 

The practicing pt^sician should be able to directly sanage or refer 
patients for troatanent of acute intoxication, overdose, and withdrawal. He 
or she sho uld be able to motivate taie patieit ffar further treatanent ar J 
select an appcopristB aanaganent plan fran anrailable treatioent options, 
bearing in mind the patient needs and ccmunity zesouroes. He or she should 
be kncxfledgeable of the various treatanent altemativim and the expected 
outocnes of txeatssit. 

Uie physician should recognize his or her re^xansibility in the 
long-term management and follcw-up of patients with substance abuse. 

The practicing physician sl»iLd be familiar with the philosophy and 
availability of self help gnxps for the patient and family, sudi as M and 
Al-Anon. 

F. Legal and Ethical Aspects 

Uie practicing physician should know the legal aspects of informed 
consent, release of information, and of obtaining blood, urine, a«a breath 
tests in screening for alootol and other drug use. 

•nie physician should be toowledgeable of the laws and regulations 
governing the use of c ontr olled substances. 

G. Health Professional Iifpaim^nt 

"Die practicing phyFician should be aware of health professionals as a 

group at risk for alcd^ol and drug prcblons and be aware of the resources 
available for inpaired colleagues. 
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THE NaUJRAL HISTORY OF ALCCf30i:iSM 



Stage 1. Narml D2nji}dng 

Ibe. indivicSucil drinks alooholic beverages without negative physical 
or onoticnal ccansequences. There is no preoocLpation with 
drinking, and there are no efforts to control alcohol intake. 

Stage 2. Preocctfjoticn with Drlhldjig 

Ihe person is pleased with his drinking behavior and believes that 
alcohol makes life better. He often thinks about drinking {what, 
where, when, etc. ) . 

Stcigs 3. Preoco^satlcn vitii Oantrolling Drinking 

TbB drinker is trying to return to Stage i. His attaipts to cut 
down or to step drinking isually result in repeatr^ failures. 

Sta^e 4. Pp prrmpat icn with Stciping Driiddng 

Hiis st2tge is characterized by alternating poriffjg of drinking 
alcohol and periods of total abstinence. When the alcciiolic is in 
treataent and beginning the process of recovery, these occasional 
short relapses can be expected to up to five years. 

Sts^ 5. Otatal Abstinence and XspEDved Qsping With Stresses of Everyday 
life 

Most alcoholics move into this final stage only after participatii^ 
in scne form of treatonant. The individual is now enjoying a more 
productive, satisfying life with improved emotional and physical 
health. 



[adapted fran C. VJhitfield] 
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THE DISEASE MSDEL OF ALCOHOLISM 



About 90 percent of aloobolics seen to have problons which are a result 
of acti.ve drinking, other s^looholics nay have a dua** diagnosis (e.g., 
alcxhoLlsD plus a psychiatric disorder} . Frisary alcoholiant ooc urs when no 
pre-e3dsting psyt±apathology has been observed; secondary edooholism is seen 
when a person with a major ps y chiatric disorder develops the s^sgtcsas of 
alccholism. 

Alooholifm is a caaxnic Pi 

Those who have tlie digp^qp are moved into a state of recovery through 
treatment, but they are never "cured" any more than an adult-^snset diabetic 
is cured. The goal of treatment and afterceune is to pratcte longer ani 
longer periods of sobriety. Returning to moderate or "ocntrolled" drinking 
has not proven to be a viable cpticn for primary alcoholics. Hhe ciironic 
nature of the af fUcticn nginlal-ps careful f olloi^-up when working with 
alooholic patients and their families. Relapse is ocninan. 

Al<;xiioliaD is a R.T>arvfrfr;iv|» p|«ia^»«sy 

As long as the alcoholic continues to drink, the synptans of the disease 
and th e physical, social, and psychological prcblens of the individual will 
bgcome more severe. 

Alqotioliga is an A^M^^iyiy ni1n?5T 

Hie addictive nature of the disease, including the involvaoent of 
individuals other than the patient, is easily recognized when the physician 
observes that, in spite of aH the negative consequences which result fxtsn 
cilcohol intake, the alcoholic continues to drink. 

AloohoL^sm is a Fatal Pimse 

l^reated, eQooholisn can be contrDlled, and patients recover; left 
untreated, zdcoholism has a very high mortality rate and is associated with a 
long list of occplications. 
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STAGE 1; EXP£RI?IEmTION 

LEARNING TOE MXD SWING F^^gPOSHIPN 



Infrequent use 
Alcohol/pot/ iJThalants 
No consequences 
Some fear of use 
Lew tolerance 

STAGE 2: SEEKING TOE 

Increasing frequency 
Use of various drugs 
Minimal defensiveness 
Tolerance 



STAGE roBOOCUPAncy 
WTIH TOE M30D SWmS 



Change in peer groip 
Activities rsvolve 
around use 
Steady si^jply 
Possible (baling 
Few/no straight friends 
Oonseguenoes ocxur iDore 
frequently 



Curiosity 
Peer pressure 
Attesipt to assume 
adult role 



STAGE 4: USING TO FEEL 

Continued use despite 
adverse outcones 
Ldss of c ontr ol 
Inability to stop 
Conpulsion 



Inpress others 
Socicd function 
Pride in amount 
an^jraed 



Using to get 
loaded'-not just 
higfi 



Use to feel 
nomal 



Learning the meed 
Feels good 

Positive reinforcsnent 
can return to nontal 



Using to get high 

Use other than 

weekend 

Use to relieve 

feelings 

Denial of problem 



Begins to violate 
values and rules 
Use before and durijig 
school 

Use despite conseguence 
Solitary use 
Troi^le with school 
Overdoses, "bad trips", 
blackouts 

Premises to cut down 
or attempts to quit 
Pnstection of »:^ly, 
hides use f ran peers 
Deterioraticn in 
physical oonditic»i 



Daily use 
Failure to meet 
expectations 
Loss of control 
Paranoia 
Suicide gestures, self- 
hate 

Physical deterioration 
(poor eating and sleep 
habits) 
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FAMILY REACnCN 

Often unaware 
Denial 



Attempts at 
elisumtion 
Blaming others 



Conspiracy of 

silence 

Confrontation 

Reorganization 

with or without 

affected 

individual 



Frustration 
Anger 
May give 
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[EJaWPLE OF A] ISEAmZNT RESOJRCE LIST 



SOURCES OF INroragflTON TPEKmsm 



A. Local R)CS)Et Bcxsk 

B. lixal Health D ep a r tment 

C. State Alcxhol and Drug Abuse Administration 

D. Specific Organizations 

1. Narcotics Anonynwus (NA) 

2. Alcoholics Ananymous (AA) 

3. Al'Anon 

4. Al-Ataen 

5. National Cduncil en AloohoUsa 

6. National Institute on Alcoholism and Alcohol Abuse 

7. National Institute on Drug Abuse 
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DSM-III R CRITEKIA 
FOR SUBSTANCE ABUSE AND DEPENTENCE 



DIAGNOSTIC CRITERIA FOR PSYCHOACTIVE SUBSTANCE ABUSE 



A. A maladaptive pattern of psychoactive substance usf% indicated by at 
least one of the following: 

(1) continued use despite knowledge of having a persistent of recurrent 
social » occupational, psychological, or physical problem that is 
caused or exacerbated by use of the psychoactive substance 

(2) recurrent use in situations in which use is physically hazardous 
(e.g.td driving while intoxicated) 

B. Some symptoms of the disturbance have persisted for at least one month, 
or have occurred repeatedly over a longer period of time* 

C. Never met the criteria for Psychoactive Substance Dependence for this 
substance. 



DIAGNOSTIC CRITERIA FOR PSYCHOACnVE SUBSTANCE DEPENDENCE 



A. At least three of the following: 

(1) substance often taken in large amounts or over a longer period than 
the person intended 

(2) persistent desire or one or more unsuccessful efforts to cut down 
or control substance use 

(3) a great dear of time spent in activities necessary to get the 
substance (e*g*, theft), taking the substance (e»g., chain 
smoking), or recovering from its effects 

(4) frequent intoxication or withdrawal symptoms when expected to 
fulfill major role obligations at work, school, or home (e.g., does 
not go to work because hung over, goes to school or work "high," 
intoxicated while taking care of his or her children), or when 
substance use is physically hazardous (e.g., drives when 
intoxicated) 

(5) important social, occupational, or recreational activities given up 
or reduced because of substance use 
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Handout II 
( continued) 



(6) continued substance use despite knowledge of having a persistent or 
recurrent social, psychological » or physical problem that is caused 
or exacerbated by the use of the substance (e.g., keeps using 
heroin despite family arguments about it» cocaine* induced 
depression, or having an ulcer made worse by drinking) 

(7) marked tolerance: need for markedly Increased amounts of the 
substance (i>e., at least 50Z increase) in order to achieve 
intoxication or desired effect, or markedly diminished effect with 
continued use of the same amoxint 

NOTE: The following items may not apply to cannabis, hallucinogens, or 
phencyclidine (PCP): 

(8) characteristic withdrawal symptoms (see specific withdrawal 
syndromes under Psychoactive Substance- induced Organic Mental 
Disorders) 

(9) substance often taken to relieve or avoid withdrawal symptoms 

Some symptoms of the disturbance have persisted for at least one month, 
or have occurred repeatedly over a longer period of time. 
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CHTTrRDT OF AICCKOIIGS SCSEEimJG TEST 

Please cSieck the answer below that best describes your feelings, behavior, 
and experiences related to a parent's cilochol use. TaJce your time and be as 
accurate as possible. Answer all 30 questions by chec3cing either "ves" or 
"no". 

Sex: Male Female Age 

^ W 

1. Have yax ever thought chat one of your parents had a drinking 

problem? 

2. Have yew ever lost sle^ because of a parent's drinking? 

3. Did ycsa ever encourage ca^ of your parents to quit drinking? 

4. Did yru ever feel alone, scared, nervous, angry, or frustrated 

because a parent was not able to stop drinking? 

5. Did ycxi ever argue or fic^t with a parent vidian he or she was 

drirOcing? 

6. d^d ycu ever threaten to run away £ix t a heme because of a 

parent's drinking? 

7. Has a parent ever yelled at or hit you or other family members 

when drinking? 

8. Hav« you ever heard your parents fight when one of them was 

drunk? 

9. Did vr.n evar feel like hiding or enptying a paient's bottle of 

liquor? 

10. Did ycu ever protect another family member fron a parent who 

was drinking? 

!!• Do many of your thoughts revolve around a problem drinking 

parent or difficulties that arise because of his or her 
drinklijg? 

12. Did yo!i 2ver wish that a parent would stc^ drinking? 

13. Did you ever feel responsible for and guilty about a parent's 

drinking? 

14. Did you ever iear that your parents would get divorced due to 

eilcxhol misuse? 
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Handout 12 

YES N Page 2 

15, Have you ever withdrawn frcm and avoided outside activities 

and friends because of eEbarrassment and shame over a parent's 
drinking problem? 

16. Did you ever feel caught in the middle of an argument or fight 

between a problem drinidng parent and your other parent? 

17. Did you ever feel that you made a parent drink alcchcl? 

18. Have you ever felt that a prcblesn drinking peunent did not 

really love you? 

19. Did you ever resent a parent's drinking? 

20. Have you ever worried about a parent's health because of his 

or her alcohol use? 

21. Have you ever been blamed for a parent's drinking? 

22. Did you ever think your father was an alootolic? 

23. Did you ever wish your heme could be mare like the hemps of 

your friends who did not have a patent with a drinking 
problem? 

24. Did a parent ever make prtxdses to you that he or she did not 

keep because of drinking? 

_^ 25. Did you ever think your nother wsis an alootolic? 

26. Did you ever wish that you could talk to someone who oculd 

understand and help the alcohol-related problems in youi' 
family? 

27. Did you ever fight with your brothers and sisters about a 

parent's drinking? 

28. Did you ever stay away fran heme to «woid the drinking parent 

or your other parent's reaction to the drinking? 

29. Have you ever felt sick, cried, or liad a "knot" in ycur 

stomach after vrorrying about a parent's drin}ung? 

30. Did you ever take over any chores and duties at hcane that were 

usually done by a parent before he or she developed a drinking 
problem? 

TOTAL NUMBER OF "YES" ANSWERS 



Score of 6 or more means that more than likely this c^iild is a child of an 
alcoholic parent. 

V 

<^ 1-31 

ERJC 84 



Handout 13 

ARE mXS k PPOBLEU PCJR VOJ? 

Hie following cJiecklists arc far fron ccaplete. Each dnag has its own special 
signs. You can probably devise tdotb apfstpriate questions of your o^ti. But, 
these should give you a clue to what you ought to be asking yourself about 
your drug use and its ijipact on the rest of your life. 

DRUr. USE CHnJOIgT: 

1. Do you use drugs when ycu are alone? 

2. Can you turn dcwn a joint or a line of coke if it is offered? 

3. Do you get high before seeing ncn-using friends? 

4. Do you need something (a joint, a tranquilizer or sonething stronger) 
before going to slef^? 

5. Do you ever take sonething (a drink, a joint, a stinulant) first thing 
in the scmijig? 

6. Do you feel nervcus, flat and dull you are not using? 

7. How large l supply do you keep, and how ccncemed do you beocane when you 
start to run out? 

8. you get throu^ a full day without drugs and feel no distress? 

9. Is it ^^oauing difficult to pay for all the drugs you want? 
IMPACT CHiy ;yUi<i?rf 

1. Do you have inany non-using friends? 

2. VcM maiiy of your drug buddies would you want as friends if ycu stepped 
using? 

3. Is there more friction in your dealings with friends and co-workers than 
before you used drugs? 

4. Is your boss (teacher) less interested in your work? 

5. Are your grades falling? 

6. Did you get the last raise you thought ya: deserved? 

7. Do ycu have less patience for det2dl and find it harder to master new 
material? 

8 Do you often find yourself re-reading the same page? 

9. Are there many times when you lose track of oonvetsations? 

10. Are you sexually aroused less frequently? 
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Handout 13 
Page 2 



ARE mJCS A ERDBIiM FOR YOU? 
(contiiiued) 

11. Do you believe sex is better when ycu are high? 

12. Are ycu interested in suf^taining a relaticnship? 

13. Do you feel you give as much as your partner to your marriage or your 
relationship? 

14. Hov does he or she feel about your drug use and your relaticaiship? 



The wrong answers are obvious. Any voxng smsaer should cause you to question 
hew nuch contzol you axe exercising aver drug ise and how other parts of youi: 
life are being siffected. Scoe answers say indicate other probleos. Clearly, 
if you spend a good part of your tine hig^ or often bponwe intoxicated, miss 
viDck or school, or go off en binges, no checklist is needed. 

[Extracted froQ **Ho«^ to Get Of f Di:ugs<« by Ira Hothner and Alan Heitz, 1984] 




1-33 



86 



Ha^iout 14 



Sessia Evaluation 
For »^ qi:esticn please dicle tbe nest apprcpriats aisMsr. 

1. Prior to the presentation, I would have described my knowledge of 
the relationship between family c^nnamics and ci^emical d^sendence 
as: 

1 = Inadequate 2 » Adequate 3 » More than Adequate 

2. As a result of this presentation, knowledge of family systems 
and individucil roles within substance abusing families has 
isproved. 

1 = Strongly Disagree 3 = Agree 

2 «= Disagree 4 = Stirangly Agree 

3. Most of the mterial covered was to me? 

1 " Disagree 2 » Agree 

4. The case presentation was: Disagree Agree 

a. interesting 1 2 

b. well arg?inized 1 2 

5. Tbe discussion condiirtpd during the session helped clarify the 
material covered in the presentation. 

1 » Strongly Disagree 3 « Agree 

2 w Disagree 4 = Stmngly Agree 



6. Ihe interaction between the presenters and the participants was 
good. 

1 « S Uutijl y Disagree 3 = Agree 

2 = Disagree 4 « Strcngly Agree 

7. What individual/ family diemical d^aendency issues would you like to 
learn more about in fixture sessions? 
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Page 2 



8. VJhat were covered in more detail (or at greater length) than 

ycu felt n e cessary? 



9. Wbuld you be interested in attending additional sessions on other 
ai^sects of substance iise and abuse? 

1 s= NO 2 = YES 



10. Of the following times for future sessions, please indicate vAiicii 
one(s) you could attend. 

NO YES 

a. a 5:0(^ session I 2 

b. a aoming session 1 2 

c. a nocn tLne session 1 2 

d. a weekend session 1 2 

e. other X 2 



10. Please cdxde the letter (a--e} of the time you most prefer. 



11. Would you be idlli.nr to critically evaliaate this session with 
project sta£t u.t a later date. 

1 » NO 2 = YES 



12. OCMKEinS: 
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SUGGESTED H^EPARATICN ALTlVlTlhS 



Assign required rsadings 

Advertise session if it is not required 

Familiarize self with all handouts, especially Handout 1, 
4 and 8) 

Review articles cm conducting case discussions (Gabel 
reference) 

Develop student pactets (ccaitains all hardouts, including 
objectives, reccnsnended reading lists, and evaluaticsn) 

Assess the needs, knowledge level, perc^stions and 
related practice behaviors of the audience 

Develop list of treatiDent resource available within the 
institution or nmn mity (refer to handout 5 as a 
proposed outline for such a list) 

Determine need for audio-visual equipment 

Make copies of sessicsi evaluation 




TEAOIDRS ACnVTIY 2 
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CmCCAL DEPENDENCE: INDIVIDUAL AND FAMILY CHARACIZRISTICS 



n3RMAT(S) 



Lecture 



SESSION GCJXEEUNES 



Time: 1 hour 

Freu:ieguisites: none 

Space Reocxnmendatica^: none 

Suggested Nuinber 20 and above 
of Participants: 



OBJECTIVES 



After participating in this session, participants will be able to: 

. better understsind the magnitude of alcobal and other drug 
prcbleras within the pediatric population and reoogni^ '' 
then as isportztnt health psnblans in children, 
adolescents ancl adults 

es^lain the natoiral history of substance abuse and the 
characteristics; and family dynamics related to each of 
the four stages of use 

• recognize substance abuse as a progressive illness 
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RELATED a:RRiaJILM GQAL(S) 



I. To increase awareness of general csnc^:ts of substance 
abuse. 

in. To provide the basic skills to effectively intervene and 
engage the patient and family into treatment. 

V. To pnxQote awareness of the pediatrician's role in 
prevention • 



SWOPSIS 



Ihe purpose of disseminate basic introductoiy content about 
alcohol and drug issues. General oono^Tts of chemical dependency 
including epidemiology, natural history, and progression of 
substance abuse is reviewed. 



INSIRUCDGR*S I 



Gabel Hi and Monk JS. Faculty Guide. In Gabel IL (ed) : Adolescent 
alccholism: Xtecognizing, intervening, and tr^ting. U.S. D^. of Heal'-ii 
and Human Services, Oontract ttastsr: 240-83-0.94. 

Hbstetler J. Adolescents and substance abuse: An overview. In Gabel 
IL (ed) : Adolescent alcoholian: Recognizing, intervening, and 
treating. U.S. of Health and Human Services, Contract Number: 

240-83-0094. 

l^Fsger J. ISie double dilessna of chemically dqsendent parents and 
substance abusing adolescents. Focus on Fandly 1984; Nov/Dec:33- 
35. 

MacOonald DI: Drugs, drinking and adolescence. Ainer J of Diseases of 
Children 1984; 138: 117-125. 

>IacDansild DI, Blume SB. Children of alcoholics. Amer J of Diseases 
of Children 1986; 140:750-754. 
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INSTRUCTOR'S OCTTLINE 



Introciuction TT: 5 MIN. RT: 5 MIN. 

Intmiucticsn of Presenter (s) and 
Participants 

Review Purpose and Cbjectives of Session [Handout 1] 

Establish Ground Rules for Session 
Review Materials 

Slide Presentation TT: 35 MIN. RT: 40 MIN. 



A. EPIDEMIOIOGY 



C. 



1. 


Slide 1 




2. 


Slide 2 




3. 


Slide 3 




4. 


Slide 4 




5. 


Slide 5 




6. 


Slide 6 




7. 


Slide 7 




8. 


Slide 8 




9. 


Slide 9 




10. 


Slide 10 




11. 


Slide 11 




12. 


Slide 12 




13. 


Slide 13 




14. 


Slide 14 




15. 


Slide 15 




NAIURAL HISIURSf 


1. 


Slide 16 




2. 


Slide 17 




3. 


Slide 18 




4. 


Slide 19 




5. 


Slide 20 




6. 


Slide 21 




RISK 


FMX2RS 




1. 


Slide 22 




2. 


Slide 23 




3. 


Slide 24 





HigK school drug survey 
Prevalence and recency of use 
Ihirty-day prevalence of daily use 
NcnooritinuatiGn Rates. . . 

T^nends in two-^week prevalenoe of heavy drinking by sex 
Fijgure C... 

P iiymt ion of friends using each drug. . . 
1^:^01^ in perceived availability of drugs 
Orixdcing patterns of high sdaol seniors 
Where teenagers drink 

Psroent of Maryland adolescents using substances. . . 
PsroQit of. . .reporting current use. . .by grade last year 
Percent of. . . report ing c ur r ent use. . .by race/ethnicity 
Percent of. ..reportijig current use of substances 
Substance abise prevalenoe sunmary 



Seeking the mood swing 
KjBoocupation. . .Characteristics 
Preoccupation. . .Bdiavior 
Using to feel normal 



CHaixtoit 7] 
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4. Slide 25 - Taking a drug history fnao teenagers 

5. Slide 25 - C.A.G.E questions 



Discussion 



TT: 10 MIN. 



RT: 50 MIN. 



D. TS^EMMSNT AND JNIH^VD^nCN 

1. Slide 27 - Intervention strategies 

2. Treatment resources 



[Handout 10] 



Evaluation (^jtioned) 



IT: 5 MIN. 



RT: 5d MIN. 



Hand cut evaluations and ask participants 
to ocnplete 



Sunnazy and Closure 



TT: 5 MIN. 



RT: 75 MIN. 



Reter bacSk to objectives to determine if 
they were successfully ccopleted. Summarize 
session. 



[HaRk3ut 1] 
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INSTHJCTOR'S MATERIALS 



Slide 1 - High school drug survey 
Slide 2 " Prevalence and recency of use 
Slide ? - Thirty-day prevalence of daily use 
Slide 4 - Kca)OQntinuatian Rates. . . 

Slide 5 - Trends in two-week prevalence of heavy drinJdJig by sex 
Slide 6 - Figure C... 

Slide 7 - Frcporticn of friends using each drug. . . 
Slide 8 - Trends in perceived availability of drugs 
Slide 9 - Drinldng patterns of high school seniors 
Slide 10 - Where teenagers drink 

Slide 11 - Percent of Maryland attolescents using substances. . . 

Slide 12 - Percent of, . .reporting current use. ..by grade last year 

Slide 13 - Percent of ...reporting current use...ty raoe/ethnicity 

Slide 14 - Percent of...r^x3rting current use of substances 

Slide 15 - Substance abuse prevalence sunsnary 

Slide 16 - Spectrum of adolescent drug abuse 

Slide 17 - Stage 1: E^cperinentaticn. . . 

Slide 18 " Stage 2: Seeking the xoood swing 

Slide 19 - Stage 3: PreoocigatiGii. . .Characteristics 

Slide 20 - Stage 3: Freoocu^ticet. . .Bdiandor 

Slide 21 - Stage 4: Using to feel narml 

Slide 22 - Risk factors for dnx; abuse 

Slide 23 - Drug abise wrniing signs 

Slide 24 - SUhstzmoe abuse screening 

Slide 25 - 'l^aJdng a drug history frcn teenagers 

Slide 26 - C.A.G.E ^lestions 

The following Igamer*s Materials are also to be used by tiiS instructor 
(copies of tliese are included in Teaching Activity 1 of Module I) : 



Handout 


1 


Handout 


7 


Hamdout 


9 


Handout 


10 


Handout 


11 


Handout 


12 


Handout 


13 
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High school \ 
drug use survey 

Percent wtio have usA<j th« drug 
ai l«3S onca in iasi 12 months: 
50%T 1 ■ 
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Prevalence and Recency of Use 

Eleven Types of Drugs, Class of 1988 



HEROIN 
OTHER OPIATES 
SEDATIVES 
TRANQUILIZERS 
HALLUCINOGENS 
COCAINE 
CRACK 
INHALANTS 
STIMULANTS 
MARIJUANA 
CIGARETTES 
ALCOHOL 




40 60 80 
Percentages Reporting Use 



SBI Use In past month 
i 1 U»e. but not in past 
yaar 

Annual t>r»vaienc8 



Usa in past year 
not in past month 

rrn Lifetime Prevalence 



121 
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Thirty-Day Prevalence of Daily Use 
Eleven Types of Drugs, Class of 1988 



Slide 4 



HEROIN 
TRANQUILIZERS 
SEDATIVES 
OTHER OPIATES 
HALLUCINOGENS 
STIMULANTS 
INHALANTS 
COCAINE 
MARIJUANA 
ALCOHOL 
CIGARETTES 




« 10 16 

Pefcentage of Class 



20 
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Nnncontinunttoit RalcK Percent of Seniors Who Used Drug 
Once or More in Ufetimo but Did Not tine in Past Year 
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Trends In TwivWeek Prevalence of Heav>' Drinking 

by Sex 



60 I- 



50 



40 

o 

uj 30 

u 

q: 

UJ 

a. 

20 



10 




O MALE 
• FEMALE 

J 1 1 I t t t t I I t i 



'75 '76 '77 '78 '79 '80 '81 '82 '83 '84 '85 "86 
FIVE OR MORE DRINKS IN A ROW IN 
LAST TWO WEEKS 
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Rgure C— Fourth Through SixttiGrwiers' Bativfs 
About AJrahoi and WIna Cooiars, United States, 1987 
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Peer Pressure to Thy 




40% 
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Believe '*Gr»sl Htfm" tf Wstdk Deffy 
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35% 
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Proportion of Friends Using Each Drug 
as Esdmaied by Seniors, in 1986 



Proportion of Friends 
f 
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Trends in Perceived Availability of Drugs 
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Amphetomines 

Tronquilizers 

Barbiturates 
Cocome 

Other Narcotics 

Holiucinogens 
Heroin 
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DRIINKilNG FATTERMS OF 
HIGH SCHOOL SEPilORS 
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Percent Of Maryl^d Adolescents Who Currently Use Drugs Or 
Alcohol-Statewide Estimates~1986. 87 Survey 



•* Exdadei CifBctiBi nd SmoketaiTobMo 





8th Grade 


10th Grarf« 


12th GraH^ 


Current U of 
Any Drug 


13.0 


18.5 


22.3 


CuirentUseof 
Any Substence** 


7.2 


47.7 


58.4 


Current Use of 
Alcohol 


23.6 


45JJ 


56.0 


Current Use of 
Alcohol and any 
Drug 


9.4 


15.8 


19.8 


Mean Number 
of Drugs 


23 


2.4 


2.2 
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Percent of Maryland Adolescents Reporting Current Use 
of Any Drug by Grade Last Year - 1986-57 Survey 




Slide 13 

Percent of Maryland Adolescents Reporting Current Use 
i^Anj Dnig by R^<:e/£thnidty - 1986-S7 Surrey 
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Percent of 12th Graders Nationwide^ And In Maryland 
Reporting Current Use'^ of Substances in 1982-83, 1984-.S5, and 1986 -87 







Narionwide 






Mar\'land 




Substance 




^ 1Q84.S5 


1986-87 




19?4-§5 


1986-87 


Marijuana 


28.5 


25.2 


23.4 


33.9 


30.0 


17.1 


Tranquilizers 


2.4 


2.1 


2.1 


8.7 


6.4 


1.8 


Ampheiainincs 


1.0.7 


8.3 


5.5 


13.7 


9.8 


5.4 


Cigarettes 


30.0 


29.3 


29.6 


31.7 


29.2 


23.6 


Heroin 


0.2 


0.3 


0.2 


3.2 


3.2 


0.9 


Cocaine 


5.0 


5.8 


6.2 


10.3 


10.7 


5.0 


Hallucinogens 


3.4 


2.6 


2.5 


7.7 


5.7 




Barbiturates 


2.0 


1.7 


1.8 


7.4 


5.4 


1.2 


PCP 


1.0 


1.6 


1.3 


4.7 


5.7 


3.0 


1 IiMiate for Social RiscMduUnivfVBiy of Micltigaiu News Re^^ 1987. 

2 CanntBseiDiheiiakk)nilmd7bdefiDedasasedatkastoiicetnihe30daysp^ 
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SUBSTANCE ABUSE PREVALENCE 

SUMMARY 

OF TWENTY-THREE MILLION TEENAGERS 
12-17 YEARS OLD: 

6.2 Million Currently Use Alcohol 

3.5 Million Smoke Cigarettes 

2.8 Million Currently Smoke Marijuana 

V 
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Slide 16 



Mo3t prevalent^ 
Alcbhdl'. 




dw^ter drugs 



inhalants 




Phencydidine 


Sedatives 


Siimulants 




and mtnor 


1)8. ampneta- 




tranquilizers 


mines ana 






cocatne) 



Least prevalent 



Narcotics 
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STAGE 1: EXPERIMENTATION/LEARNING THE MOOD SWING 



Characteristics 
Mnfrequent Use 
"Alcohol /Pot 
'No Consequences 
"Low Tolerance 
Tear of Use 



Behavior 

'Learning the Mood 
"Feels Good 
"Reinforcement 
"Return to Normal 



Slide 18 



STAGE 2: SEEKING THE MOO D SWIIQ 



Characteristics 
"Increasing Frequency 
"Use of Various Drugs 
"Hinimal Befensiveness 
"Tolerance 



Behavior 

"Use to Get High 

"Use on Weekdays 

"Use to Relieve Feelings 

"Denial of Problem 
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^^^'^^ STAGE 3; PREOCCUPATION WITH THE MOOD SWING 

Characteristics 
'Change in Peer Grcjc 
'Few Straight Friencs 
"Activities Tied to Use 
"Steady Supply 
"Consequences Frequent 

Slide 20 

STAGE 3; PREOCCUPATION WITH THE MOOD SWING 
Behavior 

"Begins to Violate Values and Rules 

"Use Before and During School 

"Use Despite Consequences 

"Solitary Use 

"Trouble with School 

"Overdoses, "Bad Trios". Blackouts 

"Promises to Cut Down/Attempts to Quit 

"Protection of Supply 

"Hiding Use from Peers 

"Deterioration in Physical Condition 



STAGE ^■. USING TO 
Charagterinics 

"Continued Use Despite 
Adverse Outcome 

"Loss of Control 

"Inability to Stop 

"Compulsion 

V 107 
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FEEL NORI^AL 

Behavior 

"Daily Use 

"Failure to heet 
Expectations 

"Loss of Control 

"Paranoia 

"Suicide Gestures 

"Physical Deterioration 



Slide 22 

RISK FACTORS FOR DRUG ABUSE 



Family History of Alcoholism 

Family Tolerance for Deviance 

Depression 

Loss of Loved One 

Low Self-Esteem 

Poor Social Skirls 

School Problems 

Low Expectations for School 

Peer Tolerance for Deviance 
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DRUG ABUSE WARNING SIGNS 



BEHAVIORAL CHANGES 

Lying, Stealing 

Loss of Interest in Hobbies 
SCHOOL CHANGES 

Fall Off in School Performance 

Conflicts at School 

School Truancy 

Misses 1st Period Class 
Class After Lunch 
Last Class 
EMOTIONAL CHANGE 

Depression 

Loss of Loved One 
DEVIANCY 

Driving While Intoxicated 

Vandalism, B & E, Shoplifting 
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SUBSTANCE ABUSE SCREENING 
Predisposing Risk Factors 

Problems in iVlajor Life Areas 

Peer Use Characteristics 

Personal Use Characteristics 



Slide 25 

TAKING A DRUG HISTORY 
FROM TEENAGERS 

What kinds of drugs are at your school? 
What kinds of drugs have friends tried? 
What drugs have you tried? 
Extent and regularity of use? 
Where are drugs used? 
Degree of use? 

Degree of intoxication and risks 
associated with use? 



MASTESS OF HANDOUTS 

[Eb£C^3t for Handout 1, use materials fran Teadiiug Activity i] 
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SESSION OBJZCnVES 



After participating in this session, participants will be able to: 

better understand the magnj.tude of alcciiol and other drug 
problens within the pediatric peculation and recognize 
then as iiiportant health prsblesns in children, 
adolescents and adults 

. explcdn the natural history of substance abuse and the 
characteristics and family dynamics related to each of 
the four stages of use 

• recognize substance abuse as a progressive illness 
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U^ltMEUT AND MATERIALS 



Slide projector 
Screen 

Miczt^shone (optioned) 
Podiim (c^Ttianal) 
Slides 

Student Handouts 
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SUGGESIED PREPARATICN ACllViTieS 



ERIC 



Assign required readings 

Advertise session if it is not required 

Make slides for presentation 

Familiarize self with all slides and handouts 

Review cirtides on cxaiducting lectures and group 
discussions (Gabel reference) 

Develop student packets (contains all handouts, including 
cbjectives, zecanmended reading lists, and evaluation) 

Develc^ evaluation fozn 

Assess the needs, knowledge level, p er o ^t ions and 
related practice behaviors of the audience 

Develop list of treatanent resouroes available within the 
ii^titution or unmiu nity (refer to hankxxt 5 as a 
pzcpcsed outline for such a list) 

Detennine need for audio-^visu2Q eguipnent 
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CURRD?! IStDGS OF ABUSE 



LOCtUDB 

Snail Groc^) Discussion 



SESSION rarmPTTMPg 



Time: 1-2 hours 

Prezcguisites: None 



Becaisnsndatians: None 

Suggested Number 

of Partixrlpants: 15-40 



OBJECTIVES 



After p?-ticipating in this session, participants will be able to: 
identify cccaxcn drugs of abuse 

outline cannon be^iavioral and physiological effects arxi side 
effects for each ain i ui drug of abuse 

de scribe the basic characteristics of abuse, dep^-denx and 
withdrawal 

outline the clinical presentation of acute intoxication arA its 
adverse reactions for occsnon drug of abuse 



RELATED CURRICUim OQAL(S} 



n. To proroote familiarity with camiOT drugs of abuse. 
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smDPsis 



The intent of this session is to familiarize the learners with the 
caiga :i i drugs of abuse. In concert with this and with the role of the primary 
care pediatrician, the session is not intended to be an in-depth study of the 
phanoaoology of vari'sus drugs. Moreover/ it is not intended to instruct 
participants in the sanagaoent of acute medical energencies. Instead, it is 
primarily to provide for participants a franeworX that will aUow then to 
ocnpare and contrast ocDsnon drugs of abuse. "Qierefore, the focus of this 
session is to identify ocranonalities and differences among several drugs of 
abuse. 



IN^iroCICR'S BESOURCES 



Jaiffe JH: Drug addicticsi and drug abuse In Gilman AG and Goodman IS (eds) : 
The pharmacologic basis of therapeitics, 7th edition. MacMillam, New York, 
1985; 532-581. 

Giannini AT, Price et al:' Oontenporary drugs of abuse. 
American Essnily Hiysician 1986; 33(3): 207-216. 

Editorial: Diagnosis and management of acute dnig abuse reactions. 
Tti& Medical Letter 1983; 25(644): 85-88. 

Rilberg A: Substance abuse: Clinical identification and management. 
Ped C of N Amer 1986; 33(2) : 325-361. 

douet EH (ed): Fhencyclidine: An update. U.S. Govemoent Printing Office 
CHHS publication no. (AEK) 86-1443, Washington, D.C., 1986. 

Schwartz RH: Marijuana: An overview. Ped C of N Aner 1987; 34:305. 
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SESSION OnUNE 



Introduction TT: 5 MIN rt: 5 mn 

Introduction of Presenter (s) anl 
Participants 

Review Purpose and Goals of Session [feretout IJ 

Establish Ground Rule for Session 
Review Materials 



lecture and DiscussiGsi TT: 90 rt: 95 
[^yrooriTnntp.ly lo min for each drug] 

A. Q .iuii u n Drugs of iUsuse 



1. 


Alcohol 


[Instructor's Material 1] 


2. 


Marijuana 


[Instructor's Material 2} 


3. 


An?ihetamijies/CNS Stimulants 


[Instructor's Material 3] 


4. 


Cocaine 


[Instructor's Materiiil 4] 


5. 


CNS Depressants/Sedative Hypxstics 


[Instructor's Material 5] 


6. 


Hallucinogens 


[Instructor's Material 6] 


7. 


Phencydidine (PCP) 


[Instructor's Material 7} 


8. 


Volatile Inhalants 


[Instructor's Material 8] 


9. 


HeroiiVCpiates 


[Instructor's Material 9] 



B. Content Areas (for each drug) 

1. Generic & Trade Nases 

2. Street Nanies 

3. General Information 

4. Methods of Use 

5. PonmlatiorvTaraphemalia 

6. Clinical Manifestations 

7. Treatment of Acute IntoxicatiOT 
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Evaluaia.on (Cptional) 



TT: 5 MIN 



Rr:100 KDi 



Distrituta evaluation and ask 
participants to ccnplets 



Sunnary and Closure TT: 5 MIN Rr:105 MIN 

Refer back to objectives to detemune [Handout 1] 

if they were suooessfUlly occpleted. 
SuQBnarize with gccup. 



INS'iMJCiUR'S MATERIALS 

IM 1 - Alcchol 
2M 2 - Marijuana 

IM 3 - tophetamines/CNS St±iiulants 
IM 4 - cocaine 

IM 5 - OJS Dppressants/Sedative Hypnotics 
IM 6 - Hallucinogens 
IM 7 - Hiencyclidine (PCP) 
IM 8 - Volatile Inhalants 
IM 9 - HeroiiVOpiates 
Ihe foUcwing Learner's Materials are also to be used by the instructor: 
Handout l - Session cabjectives 




Alcohol 



Ganerlc & Ttade Names: Ethyl Alcchol 

Stzeet Names: Booze, brew, juice, beer, grog, coolers 

Genexal: Alcohol is the scst cccBnon drug of abuse. Over 90% of high school 
seniors lepat t havljig used alcohol at sane point in their lives. 85% r^rt 
use in the past year and 65% r ^ pa rt use in the past most. Almost one half of 
mles and cane third of fesnale seniors report episodes of binge drinking 
within the past two weeks defined by five or loore drinks in a row. 

How It's Used: Ingested orally 

CI inical Manifestations 

mental status: aggressive; belligerent behavior; is^aired mentation; 
sleepiness; slurred speech 

physical eocamination: ataxia, constricted pipils, hypertension, 
l^pothermia; respiratory d^anession; egiiythmias; (look for signs of 
associated trauma, a^iration) 

witbdrasiial syndmoe: andety; inscBoiia; irritability. Severe withdrawal 
(convulsions, delirium, hadlucinations) is rarely seen in adolescents. 

TcestsBott of Acute Intcodcation: supportive care and oorxection of metabolic 
abnonnalities (hypoglyoeaiia, acidosis) 
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D fe'lldXJIUK 'S MATERIAL 2 



Msurijuana 



Generic & Ilade Naznes: Marihuana derivatives, Hashish or "Hash", IHC 

Street Nanes: Acapuloo Gold, Cannabis, Ganja, Grass, Herb, Hemp, 
J. Joint, Mazy Jane, Pot, Reefer, Boadi, Sativa, 
SirtssniXla, Smoke, "Siai Stidcs, Weed 

Genezal: Marijuana produoes a dreasy state in which ideas seem to flcv freely 
and perceptions c^pear to be deeper, clearer and more intense. Tbe marijuana 
smoker seeks a feeling of inner peace, joy 2md well-^aeing, known as a high. 
Of high school seniors in 1986, over half have tried it, alsost one-fourth 
use the drug at least once a month and 4% smbke it every day. 

Hov It's Used: Generally, tt)B dried marijuam leaves and buds are rolled in 
cigarette papers to form joints that are then sanoked. D^snding cn the 
strength of the pot, cne joint or less is what's needed to get "high." 
Pipes, usually with snail bowls, can also be used. In either case, the smoke 
is inhaled and held in the lungs such longer than regular cigarette smokr . 

User Qsaracteristics: Regular pot sBookers often locdc and function normally. 
Baaevmr, the ineatperienoed or infrequent user will seen relaxed and happy, 
and talk more slowly than issual. Ihought pattens may seem slightly 
disjointed. B^iavior may seem less inhibited. 

RrnwilntlfiyltoatiiRrnaTlii! Marijuana is often kept in plastic bags. It has a 
striJdng resesdalance to the herb oregano, although stems and seeds are 
frequently present. Rolling posers or pipes are frequently used for asbking 
marijuana. Small matchboxes and other small contzdners (such as 35SBQ film 
canisters) may be used for joints, roadies (the remains of anbked joints} or 
loose xoarijuana. 

C3 inicrtl Manifestations 

mental status: anxiety, anorexia, increased appetite, confusion, 
depersonalization, dream-li3Qe fantasy state, ffirhoria, excitement, 
hallucination, panic reactions, time-space distortions 

physical examinaticn: ataxia , dry hacking ccugh, injected conjunctiva, 
p ostural hypotension, tachycardia 

withdrawal syndrone: anorexia, anxiety, depression, insamia, 
irritability, nausea, restlessness. Acute witMrawal reactions are 
rare. 

T ie a Uubait of Acute IntOBcLcaticn: no specific treatment is indicatia. 
Diazqpam may be used for severe anxiety or panic reactions. 
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Amphetamines/CNS Stimulants 



Qensric & Trade NaoDes: Metha-anghetami nes , dextro-an^hetaznines and 
sim-jlar products such as Preludin 

Street Nanes: Bennies, Black Beauties, Coast to Coasts, Copilots, Crystal 
Meth, Dexies, Lid Bc^:pers, Msth, Pep Pills, Roses, Speed, Hirustezs, 
Tcudc Eor.vers, Ujppers, Vak& Ups, VOiites 

Genexal: An^ahetaniines are drugs that affect th& cencxal nervous system. Ihey 
inczease alertness, relieve fatigue, delay the need fbr sle^ and suppress 
appetite (hence their use for wei^xt oantrol) . Thsy are ocnBoonly talcen for 
the euphoric feelings they produce and the sense of enhanced physiCcQ. and 
loentsd capacities. 13% of hic^ school se.dars report using these drugs once 
a month. 

Bow It's Used: Aophetamines can be taken orally, snorted or injected. 

User Qiaxacterdstics: Depending on the dose, the aiiphetamine user nay ^ipear 
nervous, very active and very talkative. Loss of appetite, long periods of 
sleeplessness (frequently folloMad by long periods of sleep) and heavy 
sweating are also ocranan. The user's eyes will seem farlg^ and shiny, and 
the piipils will be dilated. Weight loss and ctiain-saooking are oomnon among 
chronic staosesrs. 

Frmwil irt:,1 nrVTaraqiyrnnl i a ; Asphetamine users will have pills and capsules of 
various shs^es, sizes and colors. Heavy ispood users may eventually inject 
the diemicals. 

CI inical tenifestatiars 

mental status: agitation; an}dety; decreased ^spetite; decreased 
sle^; delirim; halliicinatiois; hyperactivity; hyperacute or confused 
sensorium; ispulsivity; paranoid ideation; restlessness 

physical eacamination: arrhythmia; blum vision; coma; convulsions; 
(UlatPri pupils; dry mouth; t^perzefleoda; hypurtension; hyperti^rm?^; 
hyperventilation; stroke; F'^estlrgi tachycardia; tremors 

%fit±draiial syndrone: anxiety; ciiills; d^ression; exhaustion; muscular 
aches; sleep disturbances; df^ressiai; tremors; voracious appetite 

Treatment of Acute Intcodcaticn: supportive rare, "talk patient dcwn" ; 
hcLloperidol for aggressiveness, agitation and hallucinations; diazepam for 
control of agitation and seizures; forced diuresis and acidification of 
urine. After patient hsis "crashed: a mild antidepressant (i.e. 
nortriptyline) can be given. 
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Oocaine 



Street Nsoaes: Blew, 1t\e Big C, Coke, Flcike, Girl, Heaven Oust, Lady, 
Nose Cdndy, Paradise, nock, Spjcm, Snuff, Toot, VSiite 

General: Oxaine, a crystalline pcxider, produces a rapid, but short- 

lived high. It increases energy, causes rapid heartbeat and heightens 
perceptions. Oocaine has tt^ reputation of being a socially prestigious 
drug. While it was onoe the drug of the wealthy, oocaine now pervades all 
strata of society. Increased avr** ability and affoidability, a false 
pero^Ttion oi safety with occasic use, the association with perscns in 
glascurous occupations, the r^utaxicn of being a sexually enhancing drug and 
peer pressure all ccntribute to its increased use. 17% of high sc±ool 
seniors in 1986 reported using it at leas^ once. 

How It's Used: Oocaine is generally morted. It can also be injected or 
SDctked as a free base. 

User Qiazacteristics: Occasional soirill volume cocaine use, especially by the 
infaanasal route, nay be difficult, to detect. The patient with occasional 
use nay have a history of prior t.cbatxo and narijuana use. Ths family nay 
Yacve noted short-lived nood swings aixi personality changes. Regular " 
intersdttent use nay be associatei with loss of interest in usual activities, 
new friends, and chronic lack of noney or evidence of stealing. Vpj?er 
respiratory syiqptcBB, nasal oongestion or persistent zhinorrhea (often 
atUl hu t ed to a "cold" or allergic zhinorzhea) nay be present. Chronic long 
tern use nay be aBsnciat^l with anxiety, depression, paranoia, and withdrawal 
fccD family and friends, nreguently, narijuana, sedatives or alcohol eure 
useu to c o unte ract the effects of the cocaine. Diysical synptons nay be 
eacaoerbated. Severe paranoia and dgpressioi can lead to harm to self or 
others. 

PnoMl at i m/Faraftermdi^i With razor blades on pieces of mirror or giass, 
cocaine users "cut", or porticn out, the drug. They also use saoall spoosis, 
straws anVor rolled dollar bills to hold the white crystalline pcMier as 
they snort it. Heavy issers nay inject cooiine, so needles nay be a sign of 
use. Grade oocaine is often boug^ as chips or flakes and k^st in aoall 
vials or othar containers. 

n ijiiral Manif estaticns 

mental s ta t i s: citation; hallucinaticns; panic; paranoia; psychosis; 
mood elevation; increased concentration 

pt^sical examination: e^oria; arrhythmia; oona; convulsions; dilated 
pupils; hyperpnea; hyperreflescia; hypertension; hyperthermia; myocardicLl 
infarction; re^irat^^ failure; sweating; stroke; tachycardia; nose 
bleeds. 

withdrawal syndrone: d^ression; irritability 
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IPA 



Treataent Of Acute Intoxicaticn: Support of ventilation; IM haloperidol, 5 mg 
q/h until mpruved for psychotic behavior; ' diazepam for seizures; cooling 
hlanJcet for hyperthermia. Hypertension is best treated with a vasodilator 
such as nifedipine. Propranolol, purported to be an antidote for cocaine 
intoxication, is best reserved for tachycardia only. Use of betaHslocScing 
agents in the face of elevated levels of nor^inephrij>e may result in 
unclosed ailpha-receptor stmilation; this can paradoxically viorsen 
hypertension. 
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CN5 D^)ressants/Sedative Hypnotics 



Generic & Trade Nancs: Benzodiaz^ines, ^lytal, Seconal, Tuinal, and 
Methaqualones (Quaaludes) 

Street Kases: Rarbs, Blue Devils, Double Trtxble, DcMners, Gorf Balls, 
N^ies, Diemies, PiJik ladies. Rainbows, Reds, Red Devils, Slewing Pills, 
Solid Booze, Stumblers, Yellow Jackets, Yellcws, Dries, C^iads, Sopers, 714 's. 

General: Barbiturates and loethciqualones, also loxjwn as d^sressants, are 
generally prescribed for their calxdng and sleep-inducing effects. Hiey 
affect the central nervous systaa by slowing down breathing, the heart rate 
and thinking. Users claim feelings of elation, tranquility and well-being 
^lihen taking these drugs. 2 % of high school seniors r^)ort using these drugs 
at least cnoe in the past joonth. Sooe people take C^iaaludes because they 
think it's an ^iirodisiac. 

How It^s Used: D^sressants are usually taken orally, but they can be injected 

User Qiaracteristics: D epr essants have a calming effect, causir.g an 
intcKicaticn similar to that of alochol. ^eech may be slurred, judgment 
iipaired and the user may eodiibit ataxia. Heavy users feel extremely tired 
and may tall asleep at in app ru pLl ate times. Ihey esdiibit ccnfusicn and 
increased sweating. As doses increase, shallow respiraticn and a weak but 
rapii3 pulse ensue. Overt3oses may lead to convulsions and death. 

^'f^^'^'»<"*"'V^*<^^T*>*w-w8tH«» Depressants 2u;e almost always found in pill or 
CE^sule form. Hie shape, size and color may vary. Heavy users may 
eventually inject the drug. 

CT Iniral Hanifestaticns: 

mental status: cona, confusion, (^iriimi, disorientatioi, drcMsiness, 
slurred speech 

pbysical examijBticn: ataxia, convulsions (methaqualone) , hyperreflexia, 
t^potension, hypothermia, hypotonia, nystagnus, pulmonary edema, 
re^iratory d^ire^i^ 

withdrawal syndrone: agitation, anxiety, arrhythmias, seizures, 
delirium, disorientation, fever, hallucinations, hyperreflexia, 
hypertension, insonnia, irritability, sweating, tremors, weakness, 
cardiovasculeu: collapse 

a iea tame i it of Acute IntcKicaticn; sv^^portive care, maintain airway and 
ventilation, st^port BP, forced diuresis, aD^^inization of urine, 
hemodialysis may be indicated with high blood levels of long-acting agents. 
Acute withdrawal can be life-threatening, the dosage may need to be tapered, 
or phenobazbital or pentobarbital substituted and the dosage gradually 
decreased. 
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Kalluciiiogens 



GenGsric & Tra^ Names: (LSD) Lysergic Acid Diethylamide, Mescaline, Momir.g 
Glory Seeds, Nutsoeg, Psilocybin 

Stzeet Kane: ISD '*acid, blotters, cubes, lucy in the s]<y with diamonds, 
microdots, sugar, windcwpane**; Mescaline "button, scan"; Morning glory seeds 
"heanrenly gates, flying saucers, lloorioe drcps"; Nutmpg *'brGMn slime; 
Psilocybin "shrocm s ". 

General: Hallucinogens are drugs that rat only affect the oentzal nervous 
system, but distort abjective ZBality. ISD and other hallucinogens confuse 
the user's sense of dixecticsi, edter p eiia^t ions of time and distance, and 
in^ir judgment. Sounds can reportedly be "seen" and sights '*heani." 10% of 
hic^ school seniors have tried hallucinogens. 

Hie "desired" effects of hallucinogens are generally described as 
"dreamlikB trips", but the drug can also lead to dangerous beiiavior. 

Ban It*s Used: ISD and most other hallucinagens (like PCF, IKT Mescaline, STP 
and Psilocybin) are usually taken by iDouth. Sugar cubes or blotter papers 
containing ISD can be lidced or sucked. 

Oser CSaxacteristics: ISD and other hallucinogens are nood-edtering drugs 
tliat can result in dramtic changes of b^iavior. Look for a dazed ^:pearance 
and CTirhUn g q)eech. . Titere will be significant distortions of spaas, time 
and judgment. During a **trip" vihicii can last to 8 hours, users gnr't'impg 
seen panicdey or extrensly anxious. Following the "trip", the users are most 
likely to get drowsy and sleep. 

I Vnmi l at i ciV ^rapbepialia; ISD can be found in many forms. Powders, liquids 
and capsules are oonsnon. It is also soaked onto sugar cubes, postage stanps 
and sarall pieces of paper. 

Cliniriil Nanif estaticns 

mental status: ansdety, oanfusicai, seizures, depersonalization, 
hallucinations, illiisions inc^jpropriate affect, panic, paranoia, 
synesthesia, time and visual distortions. 

physical eKaminaticn: dilated pupils, hyperreflexia, hypertension, 
t^pertliermia, tachycardia, tresnors, 

withdrawal syndrane: none 

TreBtiBBSJt of Acute Intosdcaticn: (supportive care, psychologic su^^rt 
("tal3dng down" in a quiet rocn) , IM haloperidol for severe agitation, IV 
diazepam for sedation, cooling blanket for hypothermia. Avoid antipsychotic 
drugs. 
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Riencyclidine (PCP) 



Generic & Ttade Nases: Fhencyclidine 

Street Names: Angel Dust, Crystal, Hog, Horse Tranquilizer, 
Killer Weed, Supergrass, IHC, Tic Tiac 

General: PCP, an anesthetic used by veterinarians, is a hallucinogenic drug. 
It not only affects the oentzal nervous systaa, but cause perceptual 
distortions as well. PCP can alter moods, ocnfuse the user's sense of 
direction and cause the imagination to roam. ISXperienoes while taking PCP 
can be dreamlike or ni^tmarish. 5% of high sciKsol seniors have resorted 
trying PCP. 

Hotf It*s Used: PCP can be swallowed or inhaled, but is usually ^srinkled over 
parsley flakes or marijijana and ssnbked. 

User Oiazacteristics: PCP causes dramatic ciianges in b^iavlor, disoriented 
e^:pearanoe, ranfeling ^eech, anxiety and panic. PCP is apt to l^tve the user 
laughing and more oonfised than ISD or other psychedelics. POP has 
rt^ortedly led to violent and aggrssive behavior. After a '*trip", the user 
will most likely get drowsy and sla^p. 

gtmrnil t&i cryBaraghernalia; FCF can be found in many forms, povder, liquid or 
capsule, but is often sprinkled on parsl^ flakps or marijiiana. 

rn Inlcnl manifestations 

Tflpntal status: amnesia; anxiety; ccna; ccnvulsiOTs; excitement; 
hallucinatimis; hyperactivity; ispulsive, self-destructive or violent 
bdiavior; sutism; stupor; psyciiosis 

physical estaminaticn: ataxia; drooling; dysrhythmia; flushing; 
hypertension; hyperthermia; hyperxeflexia; myoclonus; nystagmus, 
particularly vertical; open-eyed ccna; taO^cardia 

%iithdraEual syndrooe: none 

TreataoEsit of Acute Intcxicaticn: j pb y cl T ological support; observation in a 
quiet area (do not att-wiyt to **talk down") ; IV diazepam for sedation and 
convulsions; halcperldol, 5 mg IM every 20 minutes until inproved, for severe 
s^itation; forced diuresis and acidification of urine; protect frcsn harm; 
prcpranold for dysrhythmia. 
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Volatile Inhalcints 



Generic & Trsde nsaass: Aliphatic and aronatic hydnxarixjns (gasoline, 
toluene, benzene, xylene) , halogenatad hy tecarh ons (freons, halothane, 
triciaorethylene) , aliphatic nitrites (anyl, m-twtyl and is(±utyl nitrate) , 
nitZTsus cxide 

StZGst Kaoes: Gliae, correction fluid, gas, paint thinner and removers, 
aerosol propellants. Rush, Bolt, laughing gas, locker roan 

General: Inhalants are frequently the first mood altering substance used by 
children. They are popular berausp of their rapid onset of acticsi, quality 
a«i pattern of the "hicfh", low cost, easy availability, ocawenient packaging 
and the fact that possession is not illpgnl in most states. Most of these 
substances are readily available on the open nax^cet. Six pezoent of high 
school sailors in 1986 r^orted vse of one of these substances in the past 
year and 16% at sane point in tl»ir lives. 

Hov It's I]teed : Inhalation of these various liquids and aerosol sprays 
CLinical synptoBS 

aental status: confusion, convulsions, disorientation, dizziness, 
ei^iiQcla, hallucination, headache, doEpulsive bdiavior, psychosis, 
scnnolenae, s t i ^ ao r 

jjbysical cxaaiikiL icn; 2un:hythmias, ataxia, coupling, drooling, 
byperreflesda, hypotension, peri#)eral neurcfaatl^, sneezing, 
tachycardia, nausea, flu^iing 

Withdrawal Syndrtsoe: none 

Treatnexit of Aaxte Intoxication: supportive, maintenance of adequate 
ventilation 
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Heroin/C^iates 



Street Names: Big H, Brawn Sugar, Cr^, H, Horse, Junk, Scag, Smack, Stuff 

General: Heroin, an opiate narootic, produoes a a^ihoric high, while 
elininatirig bcsdily aches and pains. Whei first injected, heroin cause a warm 
sensation of the skin and a feeling likened to sexual orgaan. Diis 
fensaticn, called a zusii, is followed by a draany hig^ As the user's body 

aoajstoned to the drug, it takes nore and more of the drug to praiuce 
the same high. Heroin is rarely used by high school seniors. Only 0.5% of 
saiiors in 1986 reported any use in their lifetine. However, 5.2% of seniors 
r^orted use of other Gpiates. 

It's Used: IfcroLi is yeneraUy injected into a vein in the arm. It is 
occasionally snorted, injected under the skin (called "skin pepping") . 

Oser Oiaxacteristics: Chronic heroin users may have scars, )aiown as "tracks", 
on their bodies, e^ecially their arms. While unkar the influence they will 
scratch thanselves frequently and alternately coze and awaken. Bjey seem 
lethargic and their p^jils are constricted. Ifeers nay appear ansdous, have 
poor CDoa:dination and slurred speech. They nay also appear perfectly normal. 

^^" gg^at ^gylto^teiialia: Die •Hjarks" regoired for heroin injecticn include: 
syringes, metal bottle caps, bent spocns, matches, aedicine dreppers, a 
tooniquet (such as string, rope, c belt) , cotton and glassine bags. The 
bottle caips and spocns will oftaa have bum marks. 

a inical Manifestaticre 



mental status: a^iiaria; stipor 

physical CDamination: cana; constricted pt^sils; ccnvulsions; 
hyperrefLeada; iQ'potensian; hypothermia, hypoventilation; pulmonary 
edessa 

%d a idr aw al syndrtne: analgias; ansdety; diarrhea; dilated 
ppils; goosefleshj lacrimation; muscle jerks; tachycardia; 
treoulcusness; vcniting; yawning 

Tceatanent of Acute IntoBdcaticn: IV or IM naloxone, 0.4-2 initially 
folloMBd by continuous IV infusion of 2/3 of total initial dose Q IH; 
positive end-e>5Jiratory pressure for pulmonary edesoa. Withdrawal can be 
treated in a nurcber of different ways. Withdrawal is generally not life 
threatening. Itie withdrawal syndrome can be blunted by the use of oral 
clonidine, but it can cause l^potension. 
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Handcut 7 



1. Hew would you descriise yu • 
kncwledge of substance abuse 
trealsaent nodalities: 

a. prior to the session? 

b. after the session? 



less than more than 

adeqiiate adequate adequate 



2. How helpful was the case study 
in each of the follcwing: 

a. illustrating the progressive 
nature of addiction? 

b. providing discussion points 
around the role of the 
physician? 



3. How liJoely is it that you would 
refer a patient to traatsient in 
the following circuastanoes: 

a. 



b. for a chesdcally dependent 
adolescent whose paratt(s) are 
aiDbivalent or even unaware of 
a problem? 

c. for a patient's parent who 
you ]0)ew had a chemical 
dependent? 



not very very 

helpful helpful helpful 

12 3 

12 3 

very very 

imlikely IDcely IDcely 



12 3 
12 3 



if a parent requested such 
for his/her adolescent who you 12 3 

thouoht was chenlcallv deoendent? 



Vihat was most helpful to you in today's presentation? 



5. Nhat was least helpful or what changes would you reccnaoend? 



THMJK YOU 
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Handout 1 
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SESSION OEOECnVES 

After participat±^ ii\ this session, participants will be able to: 
identify ccmnon drugs of abuse 

outline cumuun bd:iavioral and physiological effects and side 
effects for each cazBHon dnjg of abuse 

describe the basic characteristics of abuse, dppenrience and 
withdrawal 

outline the clinical presentation of acute intoxication and its 
adverse reaction for cxiia njn drug of abuse 
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EQCJIrJJENT 



Slide projector (cptional) 
Slides (cptional) 



SUGGESTED H?EPARATICN ACi'iViTlHS 

Assign xrequired readings 

Review all instructor and learner material 

Develc^ student packets 

Consider whether to use slides or other audio-visual aids as part 

of the lecture 

Develop and make ccpies of an evaluation form if needed 

Assess needs, knowledge level, pero^jtions and related practice 

behaviors of participants 

Familiarize self with the prevalence of specific dn^ in your area 
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suBsraNCE abuse iNia^vnwiNG 



Ificture 

Video Fresentaticm 
Role Playing 
Group Discussion 



SESSION GUIDELINES 



Tine: 2 Hours 

Prerequisites: 
Space 

ReocBSQendations : 

Suggested Nuniser 
of Participants: 15 



Kane (although Module 1 is su^ested) 

Need enough roan to divide participants 
into diads or triads to do role plays 



OBJECTIVES 



After participating in this session, participants will be able to: 

• review the four phases of the substance abuse interview: 
transition, screening, data feedback, and closure 

state the questions to be asked to elicit substance use information 

utilize screening questions, such as the CAGE, and other mnsncnic 
devices, such as PACSS and HEADS, to aid in the organization of 
data collection and assessanent 

• review and practice interviewing s)dlls that iinprove the 
acquisition of relevant informtion 

tate the first steps in developing the skills necessary for 
effective substance use interviewing 
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RELATED OJI^KiaJILM GCAL(S) 



I. To increase awareness of general conc^Tts of substance abuse 

IV. To provide basic skills to effectively intervene and engage the 
patient and fajnily into tr^tzoent 



Htds session uses a nuiriaer of i ia»Ltu ctional formats to t^ch 
participants effective interviewing skills. Ihe majority of the session is 
devoted to role plays in wtiicii all partic;^3ants should take part. Ihe 
presnise of this session is that physicians will be more inclined to ask 
difficult stihstanry use related questions if they first had the OE^irtunity 
to practice these questions in a safe, ^xav-judgmental setting. 



Anglin IM. Interviewing guidelines for clinical evaluation of cK^lesoent 
substance abuse. Pad C N Araer 34f2^:381. 1987. 

Block MR, Cdul^ian JL. Teaching the difficult interview in a required course 
on medical interviewing. J Med Edig 62(1): 35-40. 1987 Jan (87086703) 

Blum R. Fhysiciens' a s ses s m e n t of deficiencies and desire for trainina in 
adolescent cars. J Mad Educ 62(5) :4Q1. 1987. 

C^fvanaugh Jr. Obtaining a pprsnnnl and confidential history fr an 
adolescents. An opportunity for prevention. J Adol Health C&re 7(2) : 118-22 
1985 Mar (86167704) 

Felice M, F^edman SB. Behavioral Oaisiderations in the Health care of 
Adolescents. Ped C N Amer 29:399, 1982. 

Gcillagher JR. Interviewing Adolescents and Their Parents. J Current Adol 
l-isd 1:15, 1979. 

Kastner IS, Marcuse EK, MoGuire TL, Rothenberg MB. A method for the teaching 

of interviewing skills. Amer J Pis Qiild 139(9) : 899-902. 1985 

(85304092) 

Korsch EM, Gozzi EK, Francis V. Gaps in Doctor Patient Ccsnraunication. 
Padiatrics 42:855, 1968. 

Lipkin M, Qcdll TE, Napodano R. Ihe Medical Interview: A core curriculum for 
residencies in Internal Medicine. Annals of Int Med 100:277, 1984. 

V 



Itenahem S. intarviewiDg and examination skills in paediatric medicine: 
videotape anadysis of student and consultant periornance. J R Soc Med 
80(3):138-42 1987 Mar (87198555) 

Mumford E, Anderson, Qierden T, Scully J. Perforaanoe-Bas^ Evaluation of 
MFriical Students' Interviewing Skills. J Med Educ 59:133, 1984. 

Neinstain LS. Hie Office Visit and Interview T^eciiniqaes in Neinstein 
Adolescent Health care, Baltimore, Urban & Sch:^'arzenbeig, l^tl. 

Silber U, Approaching the adolescent patient. Pitfalls and solutions. J 
^\ H^ltn 7(6):31S-40S 1986 Nov (87056615) 

Slap GS. Adolescent medicine: attitudes and sJdJLls of pediatric and irgdicrd 
residents. p>»«^ja^f;K; 74 (2): 191-7. 1984 Aug (84272056) 

Stillsian PL, Burpeaoe-'DiGregorio VSi, Nicholson d, Sabers DL, StillnioaAE. 
Six Years of D$?erienoe Using Patient Instructors to Teach Interviewing. J 
Ilgfl_Ete 58:941, 1983. 

StllLnan PL, FEdginiti Vh, Rousseau £, Sabers DL. Results of a Survey of 
Pediatric Clesicship Prograns in American Medical Schools. Am J Pis Child 
135:348, 1981. . 

Werner A, Schneider JM. Teaching Medical Students Interactional Skills: A 
research based course in the doctor-patient relationship. NEJM 290:1232, 
1974. 
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SESSION OTTUNE 



IntrtxA u ccion 



TT: 5 MIN 



RT: 5 MIN 



Introduction of PresenterCs) and 
Participants 

Rsv'. . V Rzrpose and f^oals of Session 
Establish Ground Rules for Session 
Review Materials 



[Banisut 1] 



Lecture 



TT: 15 MIN 



RT: 20 MIN 



Key Ocsicepts of Substance Abuse Interviewing 

A. Four Rvisps of an Interview [Handout 2] 

B. Principles of Substance Abuse Interviewing [Handout 3] 

C. Qii de lines for Substance Abuse Interviewing [Handout 4] 



Videotape Presentation 



TT: 15 MTN 



RT: 35 MIN 



Present vidpotape to gracp 
Discuss the videotaped interview 
Discuss the CAGE questions 



[Handout 5] 



Role Plays 



TT: 60 MIN 



RT: 95 MIN 



Conduct a sinulated interview to 
role play for the participants 



Review Observation Checklist with 
Participants 



[HTndcut 7] 
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Arrange grcn^ into groups of three 
or four (fippprriing on size) with one 
person playing patient, one physician, 
and one observer. 



Conduct Intervie&tT Scenario l 
Instmct participants to switch roles 
so everyone has a chance to ask 
questions. 

Discuss role play 1 

Oontinue the process for each scenario 
naJcing sure to disnn^s each one 



[Handout 6] 



(May consider having one or two 
groups present a role play in 
front of the gro^p) 



Evaluation (Optional) 



TT: 5 MTN 



Rr:100 MIN 



Oistritaute evaluations and ask 
peurticipants to ocnplete 



[Handout 8] 



Sumsary and dosure 



TT: 10 KEN 



KTrllO MIN 



Refer back to objectives to determine if 
they joeaoe suooessfully ccopleted. Sunsoarize 
session with group. 



[Handout 1] 
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mSTRL'CICR'S MftlERIALS 



The Medical Intarviev Video (only the portion that is specific to the CAGE 
questions} 

Ihe following learner's materials are also to be used by the instructor: 



Harviout 1 




Session Ctojectives 


Handout 2 




Four Phases of the Substance Abuse Interview 


Hardout 3 




Principles of Substance Abuse Intervriewing 


Haniout 4 




Guidelines for Substance Abuse Interviewing 


Handout 5 




Hie C.A.G.E. and Follow-Cp ^lestions 


Handout 6 




Interview Soaiarios 


Handout 7 




Observation O^ecklist 


Handout 8 




Session Evaluation 


HazY3out 9 




References 



MASTE2?S OF IZARNER'S MMS^IALS 



Handcsut 1 



SESSION OBJECTIVES 



After participating in this session, participants will be able to: 

review the four phases of the substance abuse interview: 
transition, screening, data feecSbadc, and closure 

state the questions to be asked to elicit substance use information 

utilize screening questions, sudi as the CAGE, and other mnenonic 
devices, such as PACBS and HEADS, to aid in the organization of 
data collection and assessanent 

review and practice interviewing skills that iiiprove the 
acquisition of relevant informtion 

take the first steps in developing the skills necessary for 
effective substance use interviewing 
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Handout 2 

TOUR PHASES OF IHE SUBSTANCE ABUSE INTERVIEW 



For primary care pediatricians, the substance atuse intarviev is 
typically only a pcarticai of the ocnplete medical interview. Alcohol 
and/or drug questioning is inost appropriate within the psydiosocial 
portion of the interview, foHcwing queries into other issues such as 
use of caffeine or cigarettes. A aoooth transition oould be sanething 
such as. . ."I've just asked you about cigarette use, new I*d like to ask 
you about your use of alcohol. . .your use of drugs. . ." 

SCREENING H3R CROGS/AimPL 
C.A.G.E. 

C - Have you ever felt the need to CJI down on your drinking? 
A - Have you ever been ANNOm) by criticisn of your drinking? 
G - Have you ever felt GLUUIY about your drinking? 
E - Have you ever had a momii^ EXE-OMiK£«? 



H.E.A.D.s. PtAtCiEfgt TOR F'g 



H 


" hdoe 


P 


- parents, peers, pot 


F - 


Family 


E 


- education 


A 


- alcohol 


F - 


Friends 


A 


' activities 


C 


- cigarettes 


F - 


Future 


D 


' drugs 


E 


— education 


F - 


Fertility 


S 


- sex 


S 


- sex 







FEED BACK Vn^^WV tY\T? 

Rather than warning, threatening, labeling, noralizing, etc. , the 
physician should listen eo^hatically to what the patient has to say and 
atteopt to reflect it back. A person is ssre li]^y to integrate and 
accept that which is readied by his or her own reascning process than 
scnething that is decided for his. therefore, the pt^ician reinforces 
the patient's statements of self-perceived problaos related to drug or 
alcohol use. 

CLOSURE 

Ihe goal here is to accurately sunnarlz^ the physiciaiVpatient 
interaction thus far. Questions fron the- parent should be elicited and 
answered. Ari/ directions should be reviewed. Finally, a follcv-i^ 
plan, if necessary, should be discussed. 
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FRDICIPLES OF SUBSTANCE ABUSE 



pfiBfimfcer there is no cj}g oorrec± way to intarview patients, exc^t 
for that which feels ccinfortable to you. 

Interview both the adolescent and the parent(s) in private, and 
also together. 

firm, direct, non-judgmental and non-defensive. 

Use language familiar to the patient and avoid jargon. 

Maintain focus on one topic at a time. 

Ask open-ended questions to engage the individueil. 

Ask progressively focused cp^ticsis. 

Avoid asking leading questions. 

Elicit inforsBtian about the person's ccoxsem of their own or 
scnacne else's substance use. 

Be prepared to ^lare inf armation and a rationale for needing 
certain pieces of infonoation. 

Hake rules of the interacticn eatplicit, use and es^^lain the concept 
of ccntxacting as a way to prepare the patient for more difficult 
questions. 

Resnenftser to pace the interview to allow exploration of relevant 
pieces of infonnation. 

Invite and answer questiois. 

SiBTwarize for the patient when necessary. 

If defense meciianians arise in ^ite of skillful interviewing 
precautions, recognize these as protective strategies of the 
patient, acknowledge their ejdstenoe, and proceed. 
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GUIDELINES FOR SUBSTANCE ABUSE D/riKVlhWING 



Handout 4 



Begin with discussion of 
more general life-style 
questions including the 
following topic areas: 

(1) heme and family relationships 

(2) functioning at scisx>l 

(3) peer relationships 

(4) leisure activities and eaiploynent 

(5) self -perception 



Allows time to develcp or renew 
patient/physician relationship 

Provides basis (through general 
psychosocial information) to 
determine patiient's risk for 
harmful involvement 



Ask about dietary patterns 



Proceed to questions about 
prescribed medications 

Ask about Gve3>-the-counter- 
medications 



Inquire about cigarette and 
smokplpss t,obaoco use 

Lsazning about the use of alcohol 
is next in the httervi&i 

Questicn the adolescent about use 
of marijuana 

Finally the interviewer should ask 
about the use of any illicit drugs 



Start with least threatening 
questions 

Move to increasingly sensitive 
siibstanoes 

Use of products to relieve synptcsns 
of upgea: respiratory infections and 
and allergic rhinitis, indigestion 
resoedies, analgesics, drugs to 
proDote waloefulness^ hypnotics, and 
topical eye dnips are ccninonly used 
by substance abusing adolescents 

ISiis oitier of questioning provides 
a natural order of progression, 
moving froo the -ncially accepted. . . 

to the socially tolerated... 



to the socially disapproved. 



to the overtly illegal. 
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THE CAGE AND FDUjCW-UP QUESTICNS 



1. Have ycu ever been concarned about ycur own or scmeone 
else's drinking? 

OR 

Have you r felt the need to cait-dCTm on drinking? 

Probe ; ^^hat was it like? Wiere you successful? Vlhy 
did you decide to cut down? 

2. Have you ever felt annoved by criticism of your drinking? 

Prctoe : What caused the varxy or concern? Do you ever 
get irritated by their vxarry? Have you ever 
limited what you drink in order to please 
scneone? 

3. Have you ever felt mi^i^y about your drinking? 

CR 

Have you ever felt Tt,^il<:Y about scrasthing you said or did 
while you were drinking? 

fiSte: Have you ever been bothered by axrything you 
have dene or said while you've been driijdng? 
Have you ever regretted az^thing that has 
happened to you while you were drinking? 

4. Have you ever taken a morning eve opener ? 

Prdbe i Have you ever felt shaky or tremilous after a 
night of heavy drinking? What did you do to 
relieve the shakiness? Have you ever h^ 
trouble getting back to sleep early in the 
morning after a night of heavy drinking? 
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INTERVIEW SCDO^OS 



Handout 6 



SCENARIO 1 

You are the physician seeing Jchn, a 15 year old boy brought in by his 
pso^ents. They are cxncemed because he seems to be sleeping more than usual, 
looks tired all the tiioe, and has done less well in his sc h ool work. You 
have cccpleted your initial history. You have conoems and sure about to take 
a drug history. 



SCQIARIO 1 
Patient 

You are a 15 year old boy in the 10th grade. Your parents Iiave brought 
you to see the doctor. Ihey are oanoemed because you have been sle^iixf 
more than usual and you are less interested in your usual hobbies. Your 
school grades have dropped slightly. You have acquired many new friends in 
high school. Your parents don't knew that you are srooking marijuana 4-5 days 
a week. You also drink aloohol 2-3 tims per week. You broke your wrist 
2ifter falling frm your bicycle this sumDer; you were high at the time. Your 
parents can't stand your attitude anymore. You keep a "stash" under your 
mattress in your be^tsca. All your friends also get high regularly. 

You are willing to be honest about your alcohol use but not your drug 

use. 



SOKARIO 2 
Physician 

You are seeing a 12 year old female for evaluation of headaches and 
abcVmlnqi pain. You have been unable to estai^Lish a cause for her synptons. 
You decide to review areas of the history to see if there axe any other clues 
to the etiology. (The possibility of sesoial abuse has been ruled out.) 



SCEIQVRIO 2 

You are a 12 year old feaiale, the youngest in the family of four 
ciiildren. You have been seeing your doctor for evaluation of headaches and 
awvw1^na^ pain. 

Ihe following are things you have not yet shared with your doctor: 
-your father is a heavy drinker 

«over the past yeau: his drinking behavior has beccme more 
eanbarrassing 

-you are reluctant to have friends over 

-you fear for ycur mother's safety because your father tends to 
beoone violent when intoxicated. 

You are willing to be honest about your situation when asked 
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SCENARIO 3 
Physician 

You are the pediatrician seeing Mrs. Smith and her 12 month old daughter 
for a routine well care visit. An interval history and assessment by the 
nurse indicates norsal progress. Ttie child is beginning to walk and has a 
bruise on the left thigh fran a fall. 



SCSNMaO 3 

You are the nether of a 12 month old child visiting the pediatrician for 
a scheduled v^l child care visit. You are upset with your spouse. has 
started drinking heavily again and recently received a DWI citation. Several 
days ago he fell with the baby while inta>dcated. Ihe baby has a bruise on 
her thi^ frm the incident. 

SCEIORIO 4 

BiYg^gian 

Ycu are seeing Mrs. Smith and her one month old ^ ^by. She is 
breastfeeding and n ^xjx t s that things are a little rocky over this first 
month. On her scaneening history questionnaire, she has checked '»yes" for 
cigarettes and alcohol. 



SCENARIO 4 

Yew are a 23 year old fenale visiting your pediatrician for the first. 
tlsB with your one month old infant. You grew up in a household with a 
father and mother uho were alcoholics. You have been feeling somewhat 
d^jTBssed recently and have found that alC3ohol helps take the "edge" off. 

Ycu are willing to be honest about your situation. 
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OBSERVanCN CHECKLIST 
N - not dom/not done ccBpletsly, P « partially ccapleted, C « ccnpleted 



a. Establishes role and prepares/ 

orients patient 

b. Attends to privacy/confidentiality 

c. A;3dresses patient appropriately 

a. Open-oiddd questions 

b. Assesses PAC£S/HE^ and CAGE 

or Use-Ocaxsem 

c. Pursues apprx3priate clues 

d. Probes 

e. Uses contracting vhen necessary 

Af f«=tivg gKills 

Non-verbal Skills 

a. eye ocntact 

b. posture 

c. odofort level 

Interviewer's Response 

a. enpathetic 

b. noiv- judgmental 

c. supportive 

d. non-defensive 



a. naintzdns focus on one topic 

b. progressively focused questions 

c. smooth transition 

d. susnarizes when necessary 



a. Feedback of relevant data 

b. ^{presses conoem 

c. Riticate about natural course 

of aloohol and drug problems 
in youth aaid/ar adults 
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EVAUJAnCN FORM 
Rjr eadi qiiesticn please circle t±ie nest apptrcpriate answer. 



1. 



2. 



Prior to the session, I wsuld have descxibed my level of comfort in 
interviewing patients about their alcchol and drug use as: 



1 = Very Uncomfortable 

2 » Uncomfortable 



3 = Comfortable 

4 «= Very Oanfortable 



How effective were eadi of the following formats in af fectij>g your 
learning about substance abuse interviewing: 



a) . demonstration 
and videotape 



123456789 10 

— » 



not effective 



very effective 



b) . "round robin" 



123456789 10 

— "— ■ii-iiii'ii-- - 



practice session not effective 



very effective 



123456789 10 

c) . role playing . < ► 

triads not effective very effective 

3. As a result of this presentation, I feel better able to interview 
patients and/or their parents about alcohol or drug use. 

1 « Strongly Disagree 3 » Agree 

2 « Disagree 4 « Strongly Agree 

4. TiiB densonstration and videotape were helpful in illustrating the 
phases of a substance abuse interdew and effective interviewing 
skills. 

1 « Strongly Disagree 3 « Agree 

2 « Disagree 4 « Strongly Agree 

5. Ihe role playing exercises were helpful in determining how to 
approach substance abuse interviewing with patients and/or their 
parents, and i:i developing the questions to ask. 

1 » Strongly Disagree 3 = Agree 

2 =» Disagree 4 » Strongly Agree 



6. CCMMEI^IS: 
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Videotape "Ttie Medical Interview" fran Bie Task Force on The Medical 
Interview and Related Skills of the Society for Rasearch and Education in 
Primary Care Internal Medicine c/o Michael P. Simon, Bd.D. , Prunary Care 
Cencer, AOC 3S-14, Boston City Ifospital, 818 Harrison Avenue, Boston, MA. 
02118 (617) 424-5976. 

Video Cassette Player 

Manitor 
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TED FHEPARATICN ACTr/ITIES 

Get video "The Medical Interview*' 
Arrange for audiovisual equipcent 
Assign required readings 

Familiarize self with edl naterials, especially the interview 
scenarios 

Review articles on conducting and facilitating role plays 
Assess current interviewing skills of participants 
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MDEUIE IV: ASSESSMDTT AND EVAUJATICN OF ADOI£SCENT SUBSIANCE ABUSE 
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TITLE 



ASSESSMENT AND EVAnRTICN OF ADOIZSCENT SUBSTTANCE ABCJSE 



K2PMAT(S) 
lecture 

Case Discussicm 
SESSION GUIDETINES 
Tims: 

Prerequisites: 
Space 

ReooniDsndiSitions : 

Sixj^^ted Nuntoer 
of Barticipants: 

OBJECTIVES 



2 hours 

Sessions I (recaanended) , Sessions H and HI 
(suc^ested) 

Ncsie 

10 - 30 



After participating in this session, participants will be able to: 

• identify several currently available screening s^jproaches 
and describe their potential ^]plicatian in a pediatric 
setting 

• identify patient, family and physician factors whicii aid 
or 

• iientify aiiani-« i signs and sysptoms suc^^estive of 
substance abuse 

describe behavior patterns which viould likely be 
exhibited by an adolescent harmfully involved with 
eiloohol or other drugs 

• utilize one's knauledge of age appropriate behavior and 
develoiment to identify early warning signs of substance 
use/misuse 



V 
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RELATED CUKRIOm! GQAL(S) 



I. To increase awareness of general conc^sts of substance abuse. 

m. To increase recognition and diagnosis of substance abuse and its 
related sequelae. 

IV. To provide the basic skills to effectively intervene and engage the 
patient and family into treatsient. 

V. To p i au ot e awareness of the pediatrician's role in prevention. 



SYNOPSIS 



Ihis session uses a case to open disoa^ioi around the i ss u es of 
assesssnent and evaluation. After the case discussion, a presentation of data 
is provided which contains information necessary for understanding the basic 
knovledge and sidlls anxnd assessaoent and evaluation. 



IN5ISDCI!ZnR*S 



Anglin IM. Interviewing guidelines for the clinical evaluation of 
adolescent substance abuse. Bed Clinics of N Amer 1987; 34:381-398. 

Blum IW. Adolescent substance abuse: Diagn^tic and treatinent 
issues. Bed Clinics of N Amer 1987; 34:523-538. 

Farrcw JA, Deisher RA. Practical guide to the office assessioent of 
adolescent substance abuse. Pediatric AnncOs 1986, 15:675. 

Niven RG. Adolescent drug abuse. Hospital and Cdmunity Psychiatry 
1986; 37:596. 

Sesilitz L, Gold MS. Adolescent drug abuse: Diagnosis, treatment, 
and prevention. Psycii Clinics of N Aaer 1986; 9:455 

Silber TJ. Adolescent marijuana use: The role of the physician. 
Adolescence 1987; 22:363. 

Singer MI, Petchers liK, Anglin IM. Oetectioi of adolescent 
substance abuse in a pediatric outpatient department: A double 
blind study. J of Pediatrics 1987; m:938. 

Ver^jey K, Martin EM, Gold JK. Interpretation of dnag abuse 
testing: Strengths and limitatiwjs of current methodology. Psych 
^5Bd 1987; 3:287. 
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SESSICN OTTUNE 







IT: 5 Mm 


RT: 


5 MIN 


Intzxxauction of Presenter (s) and 
Participants 








Review Purpose emd Goals of Session 




[Handout 1} 




Establish Ground Rules for Session 








Review Materials 








r^jca* Eresenta-tion 


TT: 10 MIN 


RT: 


15 MIN 


Read rrWfr*> aloud with 
p^Tticipffnt'-s 




[Bandout 7] 




Focus on key teaching points 
using Hi 1 










TT: 35 MIN 


RT: 


50 MIN 



A. Deflniticns 
1. Use 

2« Misuse 
3. Abuse 

B. Progressive Stages of 
Substance Use/D^)endenoe 

1. Developmental issues/delayed develqpnoent 

2. Identification of signs and synptcns 

3. Use of AAIS as conc^Jtual fraioewric 



[Bandout 4] 
[Handout 5] 
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C. Dealing with Denial: Hew it Colors 
Infonnation given by Patient/I^mily 



[Hanticut 5] 



Evaluation (Optic2«l) TT: 5 KIN KT: 55 KIN 



Distriixite evaluaticans and [Bandoxt 8] 

ask participants to ocoplete 



Suranary and aosure TT: 5 MIN RT: 60 MIN 

Itefer back to oJjjectives to determine if [Handout l] 

they were sucxsssfuUy ocopleted. Sumoarize 
session with group. 
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INSIRUCIDR'S ysmiOKLS 



Instructor's Matariad 1 - Case Illustration 
Instructor's Material 2 - Focus Points for Case Discussion 
All Learner Materials also serve as Instructor's Materials: 

Handout 1-Session Objectives 
Handout 2-Sessian CXitllne 

Handout 3~&siiple of AdoLesoent Dnag Use Staidlstics (Prevalence 
and Recency of Use) 

Handout 4*'Molsoent Su}^tance Abuse Progression 

Handout SrAdolescent Alcohol Involvement Scale 

Handout 6'^>ef initians of Denial 

Handout 7-case Illustration 

Handout 8-5essian Evaluation 

Handout 9-Ref erenoe List 

Handout 10-Anglin TH. Xnterviewing guidelines for the clinical 
evaluation f addesoent substance abuse. Ped Clinics 
of N Amer 1987; 34:381-398. 

Handout ll-^ffioan NG, Harrison PA. Maziy facets of treating 

(±tenically d^^endent adolescents. Professional Counselor 
1988; Jan: 59-60. 

Handout 12-Sesnlitz L, Gold MS. Adolescent drug abuse: Diagnosis, 

treatment, and prsventicn. Psych Clinics of N Aioer 1986; 
9(3): 455-473. 
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INSI33X3CR»S MATERIAL 1 



HJRPCSE: Uiis case is to be used as the starting point for this session. 

piRECnCNS: Present the case to the group and then focus discussion around 
the several points noted in Instructor's Material 2. 



C3^ HIUSTTRATia^ 

Greg is a 14 year old male who has been your patient for several years 
and ocraes today with his mother for a physical prior to basketbaU season. 
Hte has lost weight and caiplains of fatigue and disccmfort trm a recent 
shoulder injury. He says that the shoulder injury occurred durii^ a conflict 
with his mother's boyfriend. CSreg's medical history has been unremarkable 
and his emotional develoiment seeaiixrly advanced— as he has helped his mother 
take carB of his younger siblings since the death of his father 5 years ago 
cxitside a neighborhood bar. Greg began drinking at age 13. 

Uie physical examination shows ^ Jm to be a well developed, well 
nourished male of normal height and weight and with no abnormal findings. As 
you begin tc inquire about his fatigue and eati^r habits, Greg is interrupted 
by his mother who answers questicais directed to hia. She states, "He is just 
so careless and irresponsible— fighting with Jim (mother's boyfriend) , 
staying upinhisnxwallthetijiiPand he's been suspended twice frtsn sciiool 
for leaving during the day. He sure wasn't raised that wayi It's aU his 
new friends who he thinks are so waiderful. . . i" with this Greg jurnps up and 
leaves your office and does not respond to his mother calling after him. His 
mother tells ycu this happens almost daily and that she thinks he's been 
using drugs with his friends. She insists that you test his urine. 
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roOJS POETIS FOR CASE DISCUSSIC*J 



1. What do you think of this situation? To begin discussion 

among participants 



2. What could be gained by testing Greg's urine? To elicit benefits of 

urine screening 
(i.e., providing 
concrete data) 



3. What about confidentiality? 



Do you have enou^ data to make a 
diagnosis of substance abuse for Greg? 



5. What vmld you need to nake a diagnosis? 



To focus discussion 
on legal and ethical 
issues 

To focus discussion 
on tiCM to make a 
diagnosis 

To move discussion 
beginning of content 
outline (differences 
between use. abuse. 



IP.? 
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Handout 1 



ASSESSMEOT AND EVAUJATION 
OF ADOLESCENT SUKTANCE ABUSE 



SESSION OBJECnVES 

As a result of this presentation, participants will be able to: 

identify several curxiently available screening ^proaches 
and describe their potential plication in a ped i at ric 
setting 

identify patient, family and physician factors which aid 
or interfere with substance abuse recognition 

identify ocnncn signs and synptons suggestive of substance 
abusse 

describe behavior patterns which would likely be exhibited by 
an adolescent harmfully involved with edoohol or other drugs 

utilize one's tawwledge of age s^apropriate behavior and 
develajinent to identify early warning signs of substance 
use/mi .suse 
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ASSESaCNT AND EVAILRTICN OF ADOLESCENT SUBSTANCE ABUSE 

SESSION CtTnZNE 

Case Discussion 



Definitions 
X. Use 

2. Misuse 

3. Abuse 

4. D^)enc3enoe 

FEiagressive stages of 
Substzmce Use/Dependence 

1. DevBloFoental issues/delayed developnent 

2. Identification of signs and synptcBs 

3. Use of AAIS as asioeptual franewca*: 

Dealing with Denial: How it Ctolors 
Inf ooaation given by Ratient/Faoaily 
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Prevalence and Recency of Use 

Eleven Types of Drugs, Class of 1988 



HEROIN 
OTHER OPIATES 
SEDATIVES 
TRANQUILIZERS 
HALLUCINOGENS 
COCAINE 
CRACK 
INHALANTS 
STIMULANTS 
MARIJUANA 
CIGARETTES 
ALCOHOL 





J 66.4 



^^0^0^ I 92 



Use In past month 

l..:.J Use, but not In p&st 
year 

Annual Prevalence 



20 40 60 80 100 
Percentages Reporting Use 

Use In past year 
not in past month 



120 



Lifetime Prevalence 



Handout 4 



ADOLESCENT SUBSTANCE ABUSE PROGRESSION 



stage 1; experimentation 
learning the mood swing 
Reaction 

Infrequent use 

Ucohol/pot/ inhalants 
SIo consequences 
Some fear of use 
tow tolerance 

STAGE 2; SEEKING THE 
HOOD SWING 

Cncreasing frequency 
Use of various drugs 
Hinimal def ens iveness 
Tolerance 



jITAGE 3: PREOCCUPATION 



UITH THE MOOD SWING 



(!hange in peer group 
^ activities revolve 
i xound use 
^ Steady supply 
possible dealing 
lev/no straight friends 
<»onsequences occur more 
frequently 



STAGE 4; USING TO FEEL 
HORMAL 

Continued use despite 
adverse outcomes 
Loss of control 
Inability to stop 
Compulsion 



PREDISPOSITION 



Curiosity 
Peer pressure 
Attempt to assume 
adult role 



Impress others 
Social function 
Pride in amount 
consumed 



Using to get 
loaded-not just 
high 



Use to feel 
normal 



BEHAVIOR 



Learning the mood 
Feels good 

Positive reinforcement 
Can return to normal 



Using to get high 
Use other than 
weekend 

Use to relieve 
feelings 

Denial of problem 



Begins to violate 
values and zniles 
Use before and during 
school 

Use despite consequence 
Solitary use 
Trouble with school 
Overdoses y "bad trips", 
blackouts 

Promises to cut down 
or attempts to quit 
Protection of supply, 
hides use from peers 
Deteriorat ion in 
physical condition 



Daily use 
Failure to meet 
expectations 
Loss of control 
Paranoia 

Suicide gestures, self- 
hate 

Physical deterioration 
(poor eating and sleep 
habits ) 



FAMILY 



Often unaware 
Denial 



Attempts at 
elimination 
Blaming others 



Conspiracy of 

silence 

Confrontation 

Reorganization 

with or without 

affected 

individual 



Frustration 
Anger 

May give up 
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ADOIESCEOT AKJOfiOL INVDLVHCOT SCALE (AAIS) 



Handout 5 



1. Hew often do you drink? 
(0) a. never 

(2) b. once or twice a yeair 

(3) c, once or twice a month 

(4) d. every weekend 

(5) e. several tiiries a week 

(6) f . every day 

2. V^lhen did you have your last 
drink? 

(0) a. never drank 

(2) b. not for over a year 

(3) c. between 6 smths and year 

(4) d. several weeks ago 

(5) e. last week 

(6) f. yesterday 

(7) g. today 

3. I usually start to drink bec au se; 

(1) a. I like the taste 

(2) b. to be like friends 

(3) c. to feel like an adult 

(4) d. I feal nervous, tense, full 

of WQCxies or pcoblens 

(5) e. I feel sad, lonely, sorry for 

isyself 



4. Hhat do you drink? 



(1) 


8l« 


wine 


(2) 


b. 




(3) 


c. 


Tffixipd drinks 


(4) 


d. 


hard liqaoacs 


(5) 


e. 


have a substitute for 



alcohol, paint thinner, 
stemo, oough medicine, 
iDcuth wash, hair tcauc, etc. 

5. How do you get your drinks? 

(1) a. SL^servlsed by parents or 

relatives 

(2) b. frcn brother or sisters 

(3) c. fron hcioe without parents 

kncx^ledge 

(4) d. from friends 

(5) e. bey it with false 

identification 
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6. When did you take your first 
drink? 

(0) a. never 

(2) b. recently 

(3) c. after age 15 

(4) d. at ages 14 or 15 

(5) e. between ages of 10'13 

(6) f . before age 10 



7. What time of the day do you 
lasually drink? 



(1) 


a. 


with meals 


(2) 


b. 


at night 


(3) 


c. 


aftenxxxns 


(4) 


d. 


mostly in the morning or vdien 






I first awake 


(5) 


e. 


I often get \jp during my 



sleep and drink 

8. Why did you take your first 
drink? 

(1) a. curiosity 

(2) b. parents or relatives offered 

(3) c. friends encouraged you 

(4} d. to feel more UMb an adult 

(5) e. to get drunk or high 

9. How much do you drink, v^en you 
drink? 

(1) a. one drink 

(2) b. tuo driiiks 

(3) c. 3-^ drinks 

(4) d. 6 or more drinks 

(5) e. until "high" or drunk 

10. Who do you drink with? 

(1) a. parents or relatives only 

(2) b. with brothers or sisters only 

(3) c. with friends cwn age 

(4) d. with olc^ friends 
(5} e. alone 



V 

IV - 14 

/ 7 0 



11. 



What is the greatest effect you 
have had tram cLLcchol? 



14. Hew do others see you? 



(1) 


a. 


loose esisy feeling 


(2) 


b. 


moderate "high" 


(3) 


c. 


drunk 


(4) 


d. 


became ill 


(S) 


e. 


passed out 


(6) 


f. 


VRss drijTkijig heavily and the 



next day didn't ranember 
vtiat ha^ipened 

12. What is the greatest effect 
drinking has had en your life? 

(0) a. nc2»-no effect 

(2) b. has interfered with talking 

toscI□eane 

(3} c. has prevented me fran having 
a good time 

(4) d. has interfered with ny school 

work 

(5) e. have lost friends because of 

drinking 

(6) f . has gotten me into trouble 'at 

heme 

(7) g. was in a f icfxt or destroyed 

(8) h. has resulted in an accident, 

an injury, arrest, or being 
punished at school for 
driniking 

13. Hew do you feel about your 
drinking? 

(0) a. no prx4>lem at all 

(2) b. X can ocntxol it and set 

liittits on myself 

(3) c. I can ccntrol myself, but my 

friends easily influence me 

(4) d. I often feel bed about my 

drinking 

(5) e. I need help to ocaitrol myself 

(6) f . I have had professional help 

to control drinking 



(2) 
(3) 



b. 



c. 



(0) a. can't say or norml drinker 
for xny age 

I drink I tend to 
neglect my family or friends 
my family or friends advise 
me to control or cut down my 
drinking ■ 

(4) d. my family or friends tell me 

to get help for my drinking 

(5) e. my faovily or friends have 

already gone for help for 
my drinking 



Scoring can range fran 0 - 79: 

0-19 « vtixy little use 
20-41 * use no problem 
42-57 « alcohol misuser 
> 58 « adolescent alccholic 



Mayer, JE and Filstead, \U. Tbe 
Adolescent Alcohol Involvement ScsLLe: 
An instrument for measuring 
adolescents' use and misuse of 
alcohol. J Stud Alcohol 40: 291-300, 
1977. 
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Handout 6 

DEFINmC^ OF DDilAL 

ppni?'> is a defense mecbanism which protect people from realities (losses, 
traumas, intense feelings) which are too painful. Denial ocraes in laany 
subtle foras, all of which pcwerfully affect the chemically d e pe n d en t family, 
interfere with long-tem recsovery, and promote relapse. Dealing with and 
overocming denial begins with reco gn izing style(s) of denial. It is a 
process that continues thrcughcut reoos^ery. 

Belcw are scoe of the many forms of denial that c x iipii s e people's denial 
systans— the ways in which they have avoided seeing, feeling, or believing 
the chesoical dependency. 

Minimizing - to shrink the am o un t of the drinking/drug use srd/ar the 
prcblans resulting frcn it 

Nazzow ftocus - to single out and to look at only sis situation or ^isode or 
problem 

Separating - to consider the drirfdncr/drucr use as separate frcn and unrelated 
pr n bl**"^ and feelings 

O mwi Laaital izln g ~ to consider each drinking/dnsg use incident as unrelated 
to other drinking/dnag use i n ci den ts 

Rationalizing - to izlasfi the drihkingL/drug use ancVor the problems on scroeone 
oj- scoethinct 

Generalizing " to speak, in vaoue general tenns rather than specific details 
about your own esqperlsioes with the drinkix^dxug vse, feelings, 2tnd problems 

Rsvexsing - to thiiik that the probleaaBS caise the driiiking/drug use emd avoid 
discussions of intoxication/drugged behavior and problens which result frcra 
it 

Defocusing - to distract the mind frcsn the addiction by fixing attention on 
another problem, sanetimes with very btLuij feelings about another problem 

R fcytufcad on <- to block out the memozy of unpleasant past experienoes and 
confrontations about the problem 

Projection - to block out your own problems and feelings by attributing those 

pt^Xqng and f?elijxT!g tQ pthm 

Isolation of Affect - to relate e>q)erienoes in a way that ^cws little or no 
feelings ; sanetimes to talk about very serious matters in a joking way 

The Nsvers - to avoid identifying what has ha$:pened as a result of 
drinkingt/drug use by focusing on what has not happened 

EKtzooe Definitions * to avoid identifying the addiction by defining 
alcoholism and alcohclics/drug addiction and addicts in exaggerated ways 
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Dhicjueness - to find ways to believe that your case is different - an 
exception to rules 

JSaJdng £^»&ies - to make " bad cnivs " out of those who confront or try to help 
Ga.cfcali2ing - to claim that everybody drinks, uses drugs, saxskes, as you do 
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Handout 7 

CaSE nUUSTRATICN 

Greg is a 14 year old ml. who has been your patient for several years and 
canes today with his inothe.- for a physical prior to basketball season. He 
has lest weight and ccnplains of fatigue and discanf ort fron a recent 
shoulder injury. He says th^t the shoulder injury oc ;rr©d during a conflict 
with his mother's boyfriend. Greg's medical history has been unremarkable 
and his emotional developDent seemingly advanced— as he has helped his mother 
take carB of his yomser siblings since the death of his father 5 years ago 
outside a neighborhood bar. Greg began drinking at age 13. 

Uie physical exaainatian sihows him to be a well developed, well nourished 
male of normal hei^ and weight and with no abnormal findings. As you begin 
to inquire about the fatigue and Greg's eating habits, he is interrupted by 
his mother who answers questions directed toward him. She states, "He is 
just so careless and irxe^xsisible— fi^iting with Jim (mother's boyfriend) , 
staying up in his rocn aU the time and he's been su^sended twice frtxn school 
for leaving durin? the day. He sure wasn't raised that way! It's all his 
new friends he thinks are so wonderful...!" With this Greg jumps \sp and 
leaves your office and does not respond to his mother calling after him. His 
mother t-^^ng you this happens almost daily and that she thinks he's been 
using dn^ with his friends. She insists that ycu test his urine. 




Handout 8 

ASSESSMDTT AND EVAIiaHCN OF ADOISSCEOT SUBSTANCE ABUSE 

EVAIIIATICN 



1. Prior to the session, hew would you have descrited your working 
knowledge of assessment and evaluation of a substance abuse problem? 

12 3 
Less Than itare Itian 

Adequate Adequate Adequate 

2. As a res'alt of the presentation, has your kncx^rledge of assessment 
and e</aluation improved? 

1 No 2 Ves 

3. Was t-iie case study helpful in providing you with a oonceptual framework 
f:yr c.valuating substance abuse problesos? 

12 3 
Not Moderately Very 

He^ful Helpful Helpful 

4. ^Jit was lacking frcm the presentation that would have helped clarify 
your thinking on this issue? 



5. What about this presentation was most helpful to you in inpcoving your 
knci^ledge of alcshol and drug assessment and evaluation? 



6. What changes would you recgnroend for this presentation? 



IHANK YOU 
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Handout 9 

ASSESS>J£OT AND EVMia TION OF ADOIZSCENT SUBfflANCE ABCSE 



Angliii IM. Interviewing guidelines for the clinical evaluation of 
adolescent substance atiuse. Pad Clinics of N Azoer 1987; 34:381-398. 

Blum BW. Adolescent subs t anc e abuse: Diagnostic and trea'bnent 
issues. Fed Clinics of N Amer 1987; 34:523-538. 

Farrow Jk, T>=<isher RA. Practical guide to the office assessioent of 
adolescent substance abuse. 

Niven RG. Adolescent drug abuse. Ko^ital and Cam&mity Psychiatry 
1986; 37:596. 

Senlitz L, Gold M5. Adolescent drug abuse: Diagnosis, treatinent, 
and prevention. Psych Clinics of N Amer 1986; 9:455 

Silber TJ, Adolescent marijuana use: TbB role of the physician. 
Adolesoerce 1987; 22:363. 

Singer MI, BeEtchers MK, Anglin TM. Detection of adolescent 
substance nbuse in a pediatric outpatient departioent: A double 
blind study. J of Padiatrics 1987; 111: 938-... 

Vertd>ey K, Martin On, Gold MS. Interpretaticxi of drug abuse 
testing: Strengths and limitations of current methodology. Psych 
Mod 1987; 3:287. 
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SUGGESTED PREPARATICN ACi'lViTliS 



i^ign required readings 

Adsrextj.se session if not a required class/course 
Familiarize self with all materials and resources 
Review articles on facilitating case discussion 
Develq} student packets 

Assess needs, knowledge levels perorations and related practice 
behaviors of participants 
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VDUJIE V: ADOLESCENT SCJBSTAT^CE ABUSE TREA3MENr 
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Trn£ 

ADDIESCOTT SUBSTANCE ABUSE TREATMENT 



FQRMAT(S) 



LBCture 

Case Discussicn 
Geaqp Discussion 



SESSICN GUmFTiTNES 



Tiine: 1 Hour 

Rrereqiiisites: Module I and IV Suggested 



Space None 
Bscsccinendsi'ti.ans : 

Suggested NUnftser 

of Barticipants: 15-40 



OBJECTIVES 



After participating in this session, participants will be able to: 



diqm«;<; the pediatrician's role in treatment 

identify family dynamics, ijxiividual roles and the icpact of 
defensive resistanoe to treatznent 

identify several treatment options ard describe the basic 
philosophy 

identify the pediatrician's role in the developtnent of a 
treatment plem for a patient 



I 
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REtATSD CXJIJSRiajIIIM CSQAL(S) 



I. To increase awareness of general concepts of substance abuse 

IV. To provide basic skills to effectively intervene and engage the 
patient and family into treatment 



SYNOPSIS 



Ihe purpose of this session is to provide participants with a 
familiarity of avadlable tiBatanent programs and resources. Often 
physicians are antoivalent abcwt the effectiveness of treatment for 
substance abuse patients. A familiarity with treattnent programs, 
personnel/ and strategies may affect thjs. 



EGLun Rf: Adolesoesit substance akvse: diagnostic and treatxient issues. Bed 
Clinics of N 1987; 34: 523-537. 

Bri^it GM, Hawley OL, Siegel ?P: Ambulatory managesoent of adolescent alcohol 
and drug abuse. Seminars in iU3bl Med 1985; 1: 279-292. 

DuPart RL: Teenage drug use: opportunities for the pediatrician. J of 
Psdiatalcs 1983; 102: 1003-1007. 

Friedman AS, Blickman NW: Program characteristics for successful treatment of 
adolescent drug abuse. J of Nervous and Mental Disease 1986; 174: 669-679. 

MacDonald DI: Prevention of adolescent smoking and drug use. Ped Clinics of N 
Am 1986; 33: 995-1005. 

Macltenzie Chsrg M, Haftel A7: Ihe clinical utility and evalioation of drug 
screening techniques. Bed Clinics of N Am 1987; 34: 423-436. 

Niven R3: Adolescent drug abuse. Hospital and Caaanunity Psyciiiatry 1986; 37; 
599-607. 

Ctoermeier G, Henry P: Inpatient treatiaent of adolescent alcohol and polydrug 
abusers, seminars in Adol Med 1985; 1: 293-301. 

Sciswartz R, Cchen PR, Bedr GO; Identifying and coping with a drug-usiiig 
adolescent: sane guidelines for pediatricians and parents. Ped in Review 
1985; 7: 133-139. 

Semlitz L, Gold MS: Adolescent drug abuse: diagnosis, treatment, and 

, V 
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prevention. Psych cainics of N Am 1986; 9: 455-73. 

Wells lA: Giemiccd d^endence among adolescents. Mayo Clinic Proceedings 
1983; 60: 557-561. 



Whitfield a^: Healing the ciuld within. Health Cannajnications, Deerfield 
Beach, FL, 1987. 

Whitfield CT.: A Gift to Myself (woilcbook to aoporpany Healing the Child 
Within) Healtn Ocranunications, Deerfield Beach, FL, 1989. 

Wheeler K, Malinquist J: Treatment apprtsaches in adolescent chemical 
dependency. Red ainics of N Am 1987; 34: 437-447. 
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SESSION OTIUNE 










Intxcduction 




TT: 5 MDT 


RT: 5 iMIN 



Introduction of Presenter (s) and 
Participants 

Keviev Furpcee and Goals of Session 
Establish Grtxand Pules for Session 
Review Materials 



[Handout j 



Lacture 



TT: 15 MIN 



RT: 20 MIN 



A. Dealing with Denial in Presenting the Diagnosis 

B. Range of l^esouroes Available 

1. Evaluation 

2. aSiere^/Oounseling 

3. ESducatlai 
4« Medical 

5. IJrinalysis 

6. Interdisciplinary Team Approach 

C. Range of Treatiaent Settings 

!• Self'^ielp Grxx^ 

2* Outpatient Intervention 

3. Iipatient 

4. Therapeuti c Ocnsiuiity 



[Bandout 3] 
[Handout 4] 



[Handout 5] 



Case Presentation and Discussion 



TT: 30 MTN 



RT: 50 MIN 



Read case aloui with 
participants 

Discuss case 



:-3andout 6] 



:RJC 



V 

^ - 5 



1S3 



Evalmtian (Optional) 



TT: 5 MIN 



RT: 55 MIN 



Distribute evaluaticsns and ask 
participants to caiplete 



Sumnary and Closure TT: 5 MIN RT: 60 MIN 

Hefer back to objectives to detexsdne if [Handout } 

they v^exe successfully ocnpleted. Sussoarize 
session with grcn^. 
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INSIHJCICR'S MAIERIAIS 



The Instructor's Materials are the same as the Lean:-er's Matarials: 

Handait l-Sessicn Objectives 

Handout 2-Session CXitline 

Handout 3-Definitions of Denial 

Handout 4-[)Ebcanple of Available Resources] 

Handout 5-Range of Treatanent Settings 

Handout 6-Patient Case 

Handout 7-Sessian Evaluation 

Handout 8-References 



1 

1 
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MASTERS OF LEARNER'S HANDOCJIS 



SESSION OBJECTIVES 



After participatirg in this session, participants vill be able to: 



(iismss the pediatrician's role in treataent 

identify family dynamics, individual roles and the iinpact of 
defensive resistancse to treatiDent 

identify several treatment options and describe the basic 
philosophy 

identify the pediatrician's role in the develc^soent of a 
treatment plan for a patient 



187 



Handout 2 

SESSION CXTTUM 

A. Dealing with Denial in Presenting the Diagnosis 

B. Range of Resources Available 

1. Evaluation 

2. Hierapy/Counseling 

3. Education 

4. Medical 

5. Utixalysis 

6. Interdisciplinary Team Approach 

C. Range of Treatnent Settings 

1. Self -Help Groups 

2. (Xitpatient Intervention 

3. Iipatient 

4. Iherapeutic Ocnstunity 

D. Case Presentation and Discussion 
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Handout 3 

DEFINrnCS«S OF DENIAL 

Denial is a defense ir>ec±anism which protects ipeaple fran realities (losses, 
traumas, intense feelings) which are tco painful. D e n ial canes in many 
subtle forms, all of which pcwerfuHy affect the chemically dependent family, 
interfere with long-term recovery, and prcanota relapse. Dealing with and 
overocming deniad begins with recognizing style(s) of denial. It is a 
process that continues throughout reoovery. 

fielcw are sooe of the many forms of denial that cccprise people's denial 
systsBB — the ways in which they have avoided seeing, feeling, or believing 
the chenical dependency. 

Minimi zing - to shrink the a inuuiL of the drin)cing^^drug use and/or the 
problems resulting fran it 

Narzov Fbcus - to single out and to look at only 21^ situation or episode or 

Separating - to consider the dririking/dnx? use as separate frcm and 
unrelated to problpms and feelings 

OiitMi Uuaitalizing - to cssisider each drinkinc^drug i:se incident as 

unrelated to other drinking/drug use incidents 

^RatixxaHzing to blame the drinking[/drug use anchor the problems on 

Generalizing " to speak in vacMe geaieral terms ratl^ than spe:dfic details 
about your own experiences with the drinking/drug use, 
feelings, and problesns 

Reversing - to think that thfc probleps cause the drinking/drug use and 
avoid discussions of intoxicatiorv/drugged behavior and 
problems which result froo it 

Defocusing - to fU?tn^Tt the mind fran the addiction by fixing attention on 
another prDblem, sonptimes with veay strong feelings about 
another problem 

Sqpressicn - to block out the meanory of unpleasant past es^^eriences and 
confrcsitations about the problem 

Ercrjecticn - to block out your own problems and feelings by attributing 
those DTOblegns and feelings to otheys 

Isolation of Affect - to relate experiences in a way that shews little or 

no filings ; sonetimes to talk about very seriaas 
matters in a jolcing way 
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Definitions of DenifJ (cont.) 



Handout 3 
Page 2 



The Nevers - to avoid identifying what has happened as a result of 

drin}dng/dn>g use by focusing on vihat has not happened 

Ejctrenfi Definitions - to avoid identifying the addiction by defining 

alccholism and edccholics/drug addiction and addicts 
in exaocBBrated ways 

ttiiquene^ - to find ways to believe that your case is different, an 

exception to rules 

Ifaking Enemies - to make " bad caivs " out of those who oonfrant or try to 

help 

Glcbalizing - to claim that everybody drinks, uses drugs, smokes, as ycu do 



V 
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[ZScarole of] Range of Available Resources 

Evaluation 

Ttierapf/CcLmselirq 

Education 

Medical 

Urimlysis 

IntPTTii sciplinary Team Approacii 



vn 

V 

V - 13 



Handout 5 

RANGE OF IREATMEOT SETTINGS 

A. Self-Help Girjups 

1. Alooholics iMvsnyiQous 

2. Nart^Jtics Anonymcjus 

3. QiQttical Depe n d e ncy AncoTyincus 

4. AlAnon, Naranon, ani Feonilies Anonymous 

B. Outpatient Intervention 

1. Intezvaitian 

2. Evaluation 

3. Individual Iherapy/Oounseling 

4. Family Ihers^y/Oounsel i ng 

5. Oonsamity Mental HealtVPs^vate Practice 

6. Abstinence Dtcug Free Programs 

7. nmg Treatment: Detoxification 

8. Urine Screening/Antatwse/Naltrexone 

C. Inpatient 

1. Detoxificatian 

2. 'IXysrap^ (28-60 days) 

3. Dual Diagnosis 

4. Psychiatxy 

D. Uiera^jeutic Canaamity (1-3 Years) 

1. Dnjg FcGB 

2. Grocp Orientation 
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PATXENT CASE 
FS^CGRESSICN OF CHEMICVL ^TENDENCY 



Handout 6 



Ihe follcwing is a rather typical case of drug dependency, a renar3cably 
similar pattern in all but very rara case s . MiJce is anybody who could have 
cane frcm the ghetto, urban society, a sgnall tcwn, or frtan a suburban area, 
he could cramp from a family of any size, any means, any creed or religion, 
and any ethnic background. His value system, interests, philosophy and goals 
in life can be of any persuasion. The only s^secific requirements for MDce 
are that he be at least a little scxtial. minipri and p l ac es sane value on the 
opinicsi of his peers. He could cone frcm a family that has a positive 
attitude about the drinking of alcohol and uses alcohol in re^x3nsible ways, 
frcn a family that aoo^^ts rather heavy abuse of alcohol, or a fanily that 
prcthibits any use of alcohol. MiXe may or may not have had scrae drinking 
experience within the family setting in ciiildhood or early adolescence. In 
hi^ early years, generally in the ocopany of his closest friends, he 
surreiTtitiously experiments vith edoohol use probably frcn sane parental or 
illegally aoguired simply. Jnder the cover of darkness, in scra^xxiy's car, 
or behind the school, he drinks vith ccnsiderable curiosity and significant 
esocitement. The majority of the group approve of this behavior and pnsnote 
it persuasively. Ihe drinking is done in an atmos^iiers of mutual trust and 

exciting, adventurous, stimulating, joyful, and probably even hilarious. The 
resoarScable feeling of wetll*<i3eing that Mike experienced escoeeds or at least 
equals any r)prBmaT experience he has had to that time. £Ven though he may 
later beccne ill in scrae manner or experience a hangover, these side effects 
seem incidental to what seemed to be a very esiriching es^serience in getting 
'^i^'*. In our society Mike has no reason not to repeat the experience as 
often as is possible for him at that time. At seme level of his being he 
makes a rmmitanent to incxsrporate the experience of intoxication with alcohol 
into his life style — weekend dances or activities, stag parties, beach 
parties, and oel^arations of any kind. It is this aooe{?tance of intoxication 
as simply another dimension of living and this ocnmltaDant to anjoying the 
state of intoxicaticn in tenus of the future that marks the onset of 
psychological deppndpnoe on getting hi^. Simultcineous Mike withdraws 
frequently frcn his family and old friends v4iicii may be ascribed to "teenage 
behavior**, a stage that includes mood swings, defiance and a fierce 
ocnoitsnent to independence fron other's expectaticns. At times MiJces family 
notices these changes but it seems he is less and less often azxxmd and 
doesn*t ask for muciv-including money-even though he has not k^ his part 
t-jfi^ job. It is easier to understand drug dependency of this initial 
ocnrnitaent to the positive pleasure and the adaptive reaction of family is 
understood. 

It is at this point in Mike's life that he repeats the experience of 
getting high whenever it is convenient to drink "socially." Within the next 
six months to two years Mike will have repeated the experience of getting 
high sufficiently often so that he develops an irreversible psychological 
need to reseat the experience. In today's society and in the youth drug 
culture it is an easy st^ for Mike to use other substances to esq^eriet^ 
other kinds of intoxication with whatever is agreeable to his system. 
Intcxication is the "hooker*' in drug dependency and whichever drug 
acccoplishes this beccnes part of the drug dependency game of intoxication. 
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PATHNr CASE (CXKT.) 



As tiTw* goes by, Mi3ce inevitably enoounters scans infinite variety of 
ccsrplications as a result of his drug depe n Jpncy. Ihey may be physical, 
social, legal, relatianship or family problenB. At this point he starts to 
\3se the experience of intajdcaticn as a refuge or an esca p e from the tensions 
these prcblems or ocnplications cause. Ihe use of his intoxicants as a 
refuge or prctolem solving technique, to fight the growing panic on the way, 
serves to strongly reinforoe the priaary psythological d^jendenoe. So what 
we have at this time in Mi}«*s life is dependency based on positive 
reinf orcenent for pleasure and a seocndary psychic dependence on the drug 
experience rooted in the desire to avoid pain. It is a oaifxi ls-lve cycle that 
r^aeats itself, often against conscious will. Uie trap is new og iyl ete and 
Mi3<B is profoundly hooiked. Die ocqplications he will recurrently enccunter 
are of a increasing and progressive nature and vary individually, aooording 
to the circumstances of his particular ongoing life. Mi}os develcps an 
elaborate physiological defense to protect himself fran the knowledge that he 
has been rendered helplessly and profoundly dependent on the drug experienca. 

Repression, rationalizaticn, projection and d en i a l are the defense 
machanisBB used predcninantly. !IVpically these are so successful in 
acocsplishing their purpose so that Mi3Ge is the last to realize his dilenana. 
In addition, getting "high" l ) B: x, n»tt; more and more a "people substitute" and 
Mike eatperieanoBS recurrent d^sressicn, anxiety, and somstiioes dfff;pnir at his 
feelings of alienation and loneliness. He say at times feel Faiicidal or 
"insane.** Mike loses his ability to oaanunicate with "lTify>rtant" ethers 
meaningfully, especially those who do not join into his drug induced reality, 
and he remains in a suspend state of growth. Rendered unstable, Mike's 
isnature feelings and methods of relating emertje and dcninate his total 
personality. It is painful to be wit^ Milca because he e)diausts people with 
his egocentricity. Mi3Qe*s need for interpersonal intimacies go unmet and 
without help the progressive cycle of drug d^gndenqy continues. At this 
point there are only three outcanes possible: insanity, death, or recovery. 
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EVJUUATICN FCm 



Handout 7 



Hew MDuld ycxi descrUse your 
}Q:cwledge of su bs tance abuse 
treatment modalities; 

a. prior to the session? 

b. after the sessican? 



less than more than 

adequate adequate adequate 



Hew helpful was the case study 
in eacii of the follodug: 

a. illustrating the progressive 
nature of addiction? 

b. providing discussion points 
around the role of the 
physician? 



not very very 
helpful helpful helpful 



Hov likely is it that you ^tould very 
refer a patient to treatioent in unli}cely 
the following cixaanstanoes: 

a. if a parent requested sucii 

for his/her adolescent you 1 
thought was dhemically depprxient? 

b. for a c±£nically dependent 
adolesoent «iiose parent(s} are 1 
aisbivalent or even unaware of 

a problem? 

c. for a patient's parent \Ak> 

you Joiew had a chemical 1 
dependency? 



Ii3cely 



very 
li3<iely 



What was most helpful to you in today's presentation? 



5, What was least helpful or what changes would you reccramend? 



THftNK yOJ 
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Handout 8 

ADOISSCENT SUBSTANCE ABUSE TREAIME^^^ 



Blxjm RW: Adolescent substancse abuse: diagnostic and trsataent issues. Ped 
Clinics of N Am 1987; 34: 523-537. 

DuPant RL: Teenage drug use: opportunities for the pediatrician. J of 
Pediatrics 1983? 102: 1003-1007. 

Rdedman AS, Blidonan NW: Program characteristics for successful treatment of 
adolescent drug abuse. J of Kervous and Mental Disease 1986; 174: 669-679. 

Kacj>csnald DI: Prevention of adolescent smoking and drug use. Bed Clinics of N 
Am 1986; 33: 995-1005. 

MacKenzie R3, Cheng M, Haftel AJ: Uie clinical utility smd evaluation of drug 
screening techniques. Ped Clinics of N Am 1987; 34: 423-436. 

Niven KG: Adolescent drug abuse. Hospital and Caanunity Psychiatry 1986; 37: 
599-607. 

Ses&litz L, Gold K5: Adolescent drug abuse: diagnosis, treatment, and 
prevention. Psych Clinics of N Am 1986; 9: 455~73. 

ifells XA: Chemical d^^endenoe among adolescents. Mayo Clinic Proceedings 
1985; 60: 557-561. 



Iff; 



ERIC 



V 

V - 18 



EQUHMENT 



None required 
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SDSGESTTD ACTIVITIES 



Assign required readings 
Familiarize self with all materials 

Review articles on conducting and facilitating case discussions 

Develc^ student packets 

Familiarize self with needs of partici^pants 
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